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The installation of Scanlan-Morris 
bedpan apparatus insures proper care 
of patients’ bedpans and urinals. The 
simplified sanitary technique provided 
by this equipment conserves the time 
and energies of the nursing staff. 
Complete emptying and_ thorough 
washing of bedpan or urinal are speed- 
ily accomplished simply by placing the 
bedpan or urinal in the holding rack, 
closing door, and releasing flush valve. 
After washing, steam may be admitted 
to the sterilizer for convenient sterili- 
zation of the bedpan or urinal, elimi- 
nating extra handling. 

The bedpan apparatus, of copper, 
bronze and brass construction, is sub- 
stantially built for continuous hospital 
service. Interior surfaces are smoothly 
coated with pure block tin, unaffected 
by contents of bedpan or urinal, or by the action of steam and water. 
Door and door collar are specially constructed to provide a water- 
tight, steamtight, and odortight sterilizing chamber. 

The Scanlan-Morris bedpan apparatus is available for either recessed or 
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Germa-Medica in Levernier Dispensers provides your staff with every 
aseptic requirement demanded in the scrub up. Any other soap dispens- 
ing system that lacks any of the following safeguards defeats the purpose 
for which liquid soap and foot pedal soap dispensers are intended. 
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A BLAND AND SOOTHING SOAP 
The high olive oil content in Germa- 
Medica keeps the skin soft... prevents 
chapping and infection dangers. 


ALL IMPURITIES REMOVED 
High-pressure filtration removes all im- 
purities . . . makes Germa-Medica’s 
emulsifying lather 100% pure 


COMPLETE STERILIZATION 
Only Levernier Dispensers permit im- 
mediate removal of the entire soap dis- 
pensing unit for sterilization. 


NON-CLOGGING—LEAK-PROOF 

No leaky air tubes ... no clogging in 
Levernier Dispensers. A force-pressure 
pump assures positive action. 
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Making Medical Care Available to the 


Average American 


RAY LYMAN WILBUR, M.D. 


that it is difficult for us to keep up to date 

with it. But each one can rightly ask, 
“Where do I stand today in relation to my per- 
sonal health?” Each one will have a different an- 
swer to that question, based on his own experi- 
ence. Some of us do not know how to care for 
ourselves, or do not care very much about doing 
so until some pain or discomfort forces the ques- 
tion upon us. Drug store figures would indicate 
that a rather large percentage of people 
like to tinker with themselves with all 
sorts of procedures and appliances, 
rather than make a basic study of 
habits and follow sound advice 
based on good medical train- 
ing. But, a much larger per- 
centage of us want health pro- 
tection and good medical 
care, and want it at all times. 
Good health has become more 
important to success and hap- 
piness, and through modern. 
medical science is increasingly 
attainable. 


In the United States we as- 
sume the elimination of plagues 
like yellow fever, cholera, and 
typhus. In almost all parts of this 
country we take for granted the con- 
trol of typhoid fever, diphtheria, 
malaria, and smallpox, all of them not 


tistics is advancing with such rapidity 
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many years ago real menaces to large numbers 
of us. Tuberculosis is giving way to increased 
knowledge and wiser methods of care. 
Other scourges are being brought under 
control. Our knowledge of foods and 
how to use them better, proves con- 
stantly of immense value for pre- 
vention and cure of many poor 
health conditions like rickets, 
scurvy, and pellagra. 


Hospitals have been so 
widely established that today 
we can observe a National 
Hospital Day and have it 
bring to mind a picture of a 
place of hope, a place where 
modern, science helps doctor 
and patient in their fight for 

health. 


All of these things mean gains 
for human welfare. All have re- 
quired the unselfish devotion of men 
of science, and the continuance of such 
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devotion is necessary to further gains. All have 
been costly in terms of equipment and organiza- 
tion, and, even with closest economies, costs will 
continue to be high. What does this mean to the 
average American of moderate income in our 
world of 1940, which has become so largely an 
economic world? 


The Physician and Society 

For centuries medical care was largely an. in- 
dividual relationship between a sick person and a 
doctor. In our modern organized society the physi- 
cian protects not only the indivdiual but society it- 
self. It has been possible for organized communi- 
ties to buy health—in other words, by certain 
expenditures to gain freedom from epidemics like 
typhoid fever, smallpox, and other diseases—and 
to measure the death rate to a large extent by the 
amount of money spent in public health. Because 
of the startling successes that have been obtained 
in the field of public health, many have thought 
that it is possible by the mere passage of legisla- 
tion, or by the expenditure of public money, to se- 
cure health for the individual in much the same 
way that relief has been handed out in the form of 
checks. There has also been a sufficient decline 
in public morals, and a new attitude taken to- 
ward the government in the matter of “Relief,” 
so that there is confusion as to whose responsi- 
bility it is to keep individuals free from disease. 


Unfortunately the individual cannot secure 
health without definite action on his own part. 
Merely signing either the back or the front of 
a check will not provide him with health. What 
he does each day with his own mind and body, 
and with his earning power, is of great conse- 
quence to his personal health. 


Need of a Workable Balance Between the 
Individual and the Group 

Interwoven in the whole fabric of our modern 
life is the need to find a workable balance between 
the individual and the group. In no area of per- 
sonal affairs is this more true than in the field 
of health—in the situation between physician and 
patient. As medicine has increased its compe- 
tence, its ability to meet the problems of disease, 
its costs have greatly increased, yet, the doctor 
gets only 30 per cent of the money spent for medi- 
cal care. 


In any given year a small percentage of our 
people suffer from the major illnesses of that 
year. In any one year about 10 per cent of the 
people bear 41 per cent of the costs of illness for 
that year. This means that sickness strikes a 
very uneven blow, and the combination of costs 
and average distribution of illness points to a 
pre-payment plan as a desirable way to equalize 
costs. By adopting the principle of pre-payment 
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of small sums each month, or each year, by 
groups, we can give to individuals the benefit of 
these payments when the need is greatest. This 
is the normal procedure of insurance, whether it 
is against fire, hail, accident, or earthquake. It 
is our American way of meeting the casualty prob- 
lems that face us all. 


- Free Choice of Physician and Hospital 

Many facts and figures support the soundness 
of spreading regular payments over groups. Our 
problem now is to transform ‘the principle into 
practice in the many regions of this nation, which 
is a federation of forty-eight self-governing states, 
not a centralized, all-powerful government. State 
by state, present health developments are uneven. 
We have to adjust some of our old methods and de- 
vise some new techniques, in order to set up plans 
for furnishing medical services and covering their 
costs. The next step after the development of a 
protection program is to secure for each individ- 
ual a free choice of doctor and hospital; so the 
care desired by a patient can be made available to 
him rather than to have a forced program by 
which doctors and hospitals are assigned to him. 


Through the modern practice of groups of doc- 
tors handling their patients at a common center, 
or through groups of physicians gathered about 
such natural medical centers as provided by well- 
equipped hospitals, good medical care can readily 
be made available. To bring this about requires 
organization. The primary question is whether 
that organization shall become a matter of gov- 
ernmental bureaus. 


Advantages of Voluntary Health Insurance 

I believe, as do many others who have been try- 
ing to harmonize the complications of the prob- 
lem, that we are not ready for compulsory legis- 


‘lation for health insurance by either Federal or 


state governments. We do not know enough about 
really workable methods to crystallize into legis- 
lation do and do not regulations for providing 
health and medical care for everybody. I believe 
we will gain our objectives more rapidly by ex- 
periments with voluntary agreements made by 
doctors and hospitals with workers and employers, 
and shared in by government on the different 
levels of nation, state, and community. Ample 
authority exists nearly everywhere for the steps 
needed from government at this stage. 


Under any plan so far proposed—whether com- 
pulsory or voluntary—government will have to 
make provision for the indigent and semi-in- 
digent. Those in the upper brackets of the eco- 
nomic scale can take care of themselves. Our big 
problem at present is to develop fair and reason- 
able plans under which those in the middle in- 
come brackets can cover their medical costs on 
some pre-payment basis. 
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California Plan for Medical and Hospital Care 


In California the physicians have organized the 
California Physicians’ Service, which includes sev- 
eral thousands of the best medical men from every 
county, ready to provide medical care for those 
who join the various groups and make pre-pay- 
ments each month. By a separate plan, hospital 
care is available. The California Physicians’ Serv- 
ice is a nonprofit, membership service organiza- 
tion, made up of three membership groups—a 
small administrative group, the professional 
group, and the beneficiary group. The Service is 
a plan to permit the pooling of funds to defray 
the costs of medical and surgical care for the 
beneficiary members. It has been necessary in 
the beginning to restrict membership to persons 
affiliated in groups, to obtain a good spread in 
membership and to provide an inexpensive and 
convenient means of collecting dues. Employee 
groups, or others like farm, business, professional, 
and labor groups of five or more individuals, under 
65, whose net incomes do not exceed $3,000 an- 
nually may join. The basic organization plan has 
been made to enable the Service to provide for 
groups that are public charges by contract agree- 
ments with government agencies. Thus the plan 
is sufficiently flexible to allow for a considerable 
range of experimentation which is needed before 
we try to freeze procedures into legislation. 


There is broad coverage for medical, surgical, 
and specialist services for diagnosis and. treat- 
ment, regardless of the amount needed, up to one 
year for each disease or injury. The services in- 
clude treatment at your doctor’s office; treatment 
at home if you are unable to go to the doctor’s 
office ; treatment at hospital if you have to be hos- 
pitalized, laboratory examinations, x-ray diagno- 
sis and treatment, and services of physician- 
anesthetist. 


Costs have been set at $1.70 per month per per- 
son for full coverage, at $1.20 per month per per- 
son if the member agrees to pay for the first two 
doctor’s visits in any one sickness or injury. At 


an additional fee of 80 cents per month per per- 
son, hospital care may be obtained up to 21 days 
for each particular illness or injury during a con- 
tract year. Hospitalization is furnished any- 
where; medical service is limited to California. 


The California Physicians’ Service is not yet 
prepared to offer beneficiary memberships for 
doctors’ services to families of members, or to in- 
dividuals not in groups. We expect to offer these 
coverages later. In the meantime, all of these 
people may secure hospital coverage which pro- 
tects against unpredictable hospital costs, in Cali- 
fornia and elsewhere. Medical societies in several 
other states are developing state-wide medical 
service plans, and full medical coverage is offered 
in a number of smaller areas. Hospital insurance 
is offered nation-wide, through local, nonprofit as- 
sociations which operate under plans accredited 
by the American Hospital Association. Costs vary 
from 50 to 85 cents per month per person, and 
from $1 to $2.40 per month per family. About 
five million people are now spreading the risks of 
hospital care by pre-payment the insurance way. 


Removing the Uncertainty of the Costs of Illness 


I have touched but briefly on some of the plans 
designed to remove the uncertainty of costs of 
illness for families of low and moderate incomes. 
As we push ahead with these, and add others, we 
must hold to patterns that will help each doctor 
and, in fact, all doctors to do their work in keep- 
ing with the fine traditions which have long been 
of great value to the human race. 


Medical progress in our economic world, and 
making medical care available to “average” Amer- 
icans, will mean new techniques of organization 
and cooperation. As we shape new or expanding 
plans, we should make reasonably sure that they 
center around the protection of the individual re- 
lationship of a physician to his patient, for good 
medical care is primarily personal service based 
on confidence. If we safeguard this primary fac- 
tor, medical progress will be surer, and all the 
secondary problems can more easily be solved. 
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Exhibit of the Council on Public Relations at Boston Convention 


Dr. Michael M. Davis, chairman of the Council 
on Public Relations of the American Hospital 
Association, is very desirous of having a large 
and appropriate exhibit of public relations mate- 
rial, released by our member hospitals, at the 
Boston Convention. 


By complying with Dr. Davis’ request to send 
to the executive secretary of the American Hos- 
pital Association, 18 East Division Street, Chi- 
cago, a copy of any and all literature that has been 
issued to inform and interest the public concern- 
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ing your hospital you can make a fine contribu- 
tion to the public relations activity. This means 
such material as: your last annual report, if you 
publish one; leaflets or pamphlets which you have 
issued for the information of the general public 
concerning your hospital; leaflets or pamphlets of 
instruction or guidance to patients; printed mate- 
rial issued in connection with any recent financial 
appeals or campaigns for your hospital; scripts of 
radio broadcasts. 


Please mail this material as soon as possible. 
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Periculum in Mora 


RICHARD P. BORDEN 


Many nations are now involved. It is 

rumored that others will soon become en- 
gaged. And so we are “preparing, for defense”? 
Or for war? More ships and sailors, men and 
munitions, airplanes and anti-aircraft, tanks and 
bombs. Everything to destroy life, but there is 
as yet little preparation for the essential task of 
saving lives and healing injuries. ‘Periculum in 
mora.” There’s danger in delay! 


4 OT sans are wars and rumors of wars.” 


It is true that steps have been taken to organize 
hospital units. That was done in the last war, on 
the initiative of eminent physicians and hospital 
officials. It was and will be of great value, but it 
is only one step in the right direction and much 
more must be done to avoid costly errors, such as 
developed in the last war, because of work hastily 
done after war was declared without sufficient 
time to perfect the proper procedure. The ques- 
tions involved were the number of hospitals neces- 
sary, their proper location and construction, and 
provision for proper personnel to operate them. 
All these questions are correlated. The question 
of personnel is fundamental and difficult to solve, 
as became manifest in our past experience. 


The personnel question involves not only doctors 
and nurses but many other types of service neces- 
sary in the operation of a hospital and requiring 
skill and training; such as laboratory and x-ray 
technicians, operating supervisors, anesthetists, 
and dietitians. The supply of all these is limited, 
especially doctors and nurses, and it is necessary 
to conserve this supply because it cannot be re- 
plenished in time to be available when needed. 


Mobilization in the World War and Its 
Effect on Hospitals 


Soon after war was declared the trouble began. 
Interns and medical students were of the age first 
drawn upon to recruit the army. Hospitals began 
to complain that service was being disrupted by 
losses of interns. This, in itself, was not a serious 
matter, the important factor being that medical 
education was being interrupted, with an inevit- 
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able decrease in the number of proficient men who 
would be sadly needed to provide for future re- 
quirements; and this directed attention to the 
situation as it applied to medical students. 


Several large medical schools reported that from 
22 to 50 per cent of their students had been or 
would be drafted. Through correspondence an in- 
formal and self created group of eminent medical 
and hospital men collaborated to endeavor to rem- 
edy this trouble. As a result, the Mayor’s Com- 
mittee of the City of New York was created under 
Dr. S. S. Goldwater, the War Service Committee of 
the American Hospital Association was appointed ; 
and these, with the Medical Committee of the 
Council of National Defense, participated in an 
effort to prevent the seizure of these men, so im- 
portant to the preservation of the Army, to serve 
in the ranks of the Army. 


The efforts of these committees, supported by 
some of our most famous doctors, by letters and 
interviews, got little sympathy from military au- 
thorities. They did not know what should be 
done because they had not studied and planned. 
They said nothing could be done except by chang- 
ing the draft law by Act of Congress. If proper 
preparation had been made, the law would not 
have been so imperfectly and dangerously drawn. 
In December, 1917, the Surgeon General ruled 
that beginning December 15, medical students 
and interns should enlist in the medical corps and 
thereafter would be permitted to pursue their 
studies. Thus the “devil was beaten around the 
bush!” 
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The War Service Committee of the American 
Hospital Association 


The American Hospital Association had estab- 
lished its War Service Committee, with a Secre- 
tary, in Washington. The first business was to 
ascertain facts pertinent to the problems. The 
latest information available was a census of 
“Benevolent Institutions” made by the “Bureau 
of the Census” in 1910. To supplement this the 
Committee addressed questions to 858 hospitals, 
to which 607 replied stating the number of beds 
to be 136,307, daily occupation 96,300, resident 
physicians, including interns, 3,170, visiting physi- 
cians 17,648. The Census report showed 1918 in- 
stitutions with 155,838 beds and 5,339 resident 
physicians. Comparison indicated a large increase 
in the seven years’ interim; and, applying per- 
centages, a fair, but not accurate, estimation of 
facilities available could be made as a basis for 
planning. 


A committee of the Medical Section of the 
Council of National Defense was engaged in a 
similar inquiry for the same purposes under the 
direction of Dr. Robert L. Dickinson. When this 
became known, the secretary of the Hospital As- 
sociation Committee was asked to occupy a desk 
with the Council’s Committee and thereafter be- 
came a member of the latter committee. Later 
the general staff of the Army requested Dr. Dick- 
inson and the association secretary to make their 
headquarters in the quarters of the general staff, 
then Dr. Dickinson was commissioned as a 
lieutenant colonel on the general staff, and later 
the association committee secretary was made a 
major and ordered to duty with the general staff, 
their activities in this department continuing 
until March, 1919, when their work was consid- 
ered completed. 


Collaboration of the Medical and Hospital 
Service Committees 


The two committees collaborated in complete 
accord, their investigations emphasized the need 
of conserving medical, nursing and hospital per- 
sonnel, and this conclusion was unhappily corro- 
borated as time went on. This need was the basis 
for many recommendations that were made by 
the committees. Among the first of these were 
recommendations concerning the establishment 
and location of military hospitals in the United 
States. Investigation disclosed many mistakes in 
the creation of these hospitals, both in location 
and construction; practically all due to justifiable 
haste to be ready for service and lack of time to 
formulate the necessary plans and procedures. 


To illustrate: There was lack of toilet and 
heating facilities in the new hospitals, which 
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caused much discomfort and, to a serious extent, 
retarded the improvement of patients. Many had 
walls and corridors of inflammable material and 
separate buildings were connected by passage- 
ways which would tend to a rapid spread of fire 
from one building to the others. The danger was 
illustrated by the destruction of a comparatively 
small building, used for officers’ quarters, where 
fire was started by overturning an oil stove and 
spread so rapidly that some occupants had no 
time to escape. The potential danger of a simi- 
lar accident in a ward of bedridden soldiers is 
evident. 


In such a temporary hospital of 1,000 beds at 
an Army Post two pumping engines were installed 
to provide water for fire protection. Near the 
close of the war it was discovered that the supply 
of water would be quickly exhausted by these 
pumps. Fortunately it was possible to remedy 
this situation by relocating the suction pipe of 
one pump so that it would draw water to supply 
the other. In this same institution, and at the 
same late date, it was realized that a garage hous- 
ing six automobiles was built of inflammable ma- 
terial within two feet of a large ward building. 
This was partly remedied by building a high and 
wide brick fire wall between the two buildings. 
Other hospitals were established in wooden build- 
ings, such as summer hotels, with no adequate fire 
apparatus in the vicinity. Several hospitals were 
established in undesirable localities as, for in- 
stance, at the extremity of Cape May, the south- 
western corner of Texas, and on the northern bor- 
der of Vermont; all distant from ports of debarka- 
tion and the homes of patients, and one in one of 
the hottest, another in one of the coldest, regions 
of the country. 


Policies Recommended as Guides for Military 
Hospitalization 
Largely to avoid such difficulties, but more par- 
ticularly because of the importance of conserva- 
tion, the committees advocated the following poli- 
cies as guides for military hospitalization in the 
states: 


Using existing hospital facilities where 
available 
Building additional construction on hospital 
properties or contiguous thereto 
Choosing location for hospitals— 
preferably near medical schools 


on main lines of transportation from de- 
barkation ports 


near the homes of patients 
where climatic conditions were favorable 
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All of these elements were to be given due 
weight with reference to any particular location 
problem. All of these considerations required 
careful study of available facilities, such as vacant 
hospital space and proximity to medical schools, 
railroad routes and junction points and centers 
which were most easily reached from areas from 
which masses of recruits were drawn, climatic 
conditions and health conditions such as average 
temperatures, malarial regions and sand storms. 
Statistics were compiled covering such subjects 
and maps, graphs, and charts prepared to facili- 
tate decisions on proposed locations. 


Selections of Locations for Hospitals in War Time 


The desirability of locations in proximity to 
patients’ homes was recognized by the War De- 
partment, and it was suggested that draft dis- 
tricts should be used as a basis for allocation, but 
study revealed that the districts varied greatly in 
areas and densities of population and some of 
them were entirely within an endemic malaria 
area. Generally, volunteer hospitals, medical 
schools, population centers and main railroad lines 
and junction points coincided, and it should be 
easy to determine desirable locations by adjusting 
number and size of hospitals with facts concern- 
ing these elements in mind. 


To illustrate this, a typical analysis for hospi- 
tal location follows: 


Cleveland on Route A (one of three trans- 
continental rail lines). An important rail- 
road junction from which lines radiate to the 
south through Ohio. Also an important lake 
port. Should serve practically one-half of 
Ohio, making the requirement for Jan. 1, 
1920, 3,000 beds and ultimately 5,250. Cin- 
cinnati taking the other half. Western Re- 
serve (Class A) Medical College located 
there. Important hospitals, in the vicinity 
of which land is available to provide 5,000 
beds. Water, sewerage, natural gas, steam 
and electricity available. 


Eleven hundred twenty-nine registered 
physicians, 130 connected with important 
hospitals, and of these 77 are teachers in 
medical school. 


Research laboratories, electro cardiac, elec- 
tro and hydro therapeutic facilities, ortho- 
pedic gymnasia and workshops. 


Opportunities for vocational and industrial 
teaching. 


Mean temperature, 50 degrees. January 


18 


average 25 degrees; July 70 degrees. Preci- 
pitation 30”. 


No endemic malaria. 


Note that though the estimated present require- 
ment was 3,000 beds, no hospital was located there 
or, in fact, in Ohio. Forty-six similar analyses 
were made suggesting tentative locations for hos- 
pitals of 1,000 beds or over with situations on one 
or more of the three transcontinental rail routes. 


Providing Hospital Care in Existing Hospitals 


The surgeon general’s department disapproved 
the use of existing hospitals. The apparent rea- 
son being that proper military control could not 
be maintained where soldiers and civilians were 
treated together; but the committees’ proposition 
was to provide for soldiers in separate buildings, 
or, at least, in separate wards where the patients 
could remain under military command. 


Obviously the population of civilian hospitals 
would diminish as men were inducted into mili- 
tary service and by proper consolidation and ap- 
portionment of civilian patients to the hospitals 
in a given community space would be available 
for military use, while laboratories, operating fa- 
cilities, and many other hospital essentials would 
be available for use properly served by trained 
personnel who must remain for the protection of 
people at home. Most importantly many of our 
most skillful doctors and nurses could be used to 
great advantage. 


The studies of the committee revealed that 68 
per cent of the medical profession were unavail- 
able for service in the Army and Navy. Of these 
23 per cent were over age, 10 per cent were dis- 
qualified because of dependents, and it was esti- 
mated that 14 per cent, one-half of the visiting 
staffs of hospitals, could not be spared. But many 
of those disqualified by age, or teaching in medi- 
cal schools, or remaining on service in hospitals, 
could and would serve in military hospitals near 
their homes, thereby reducing the number re- 
quired for assignment to military hospitals at 
home and decreasing the number necessary to re- 
tain for service in civilian hospitals alone. 


In England this plan has been adopted. The 
civilian patients in London hospitals are distrib- 
uted and apportioned so that space may be re- 
served for military occupation. If we are to en- 
gage in a war of defense with danger of attack 
on women and children, which does not seem 
probable, the preservation of the supply of doc- 
tors, nurses, and other hospital people becomes 
even more serious. In any event, the problems 
affecting hospital locations and _ construction 
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should be considered so that a proper program 
may be made in anticipation and preparation be- 
fore active warfare begins. 


Shortage of Nurses for Civilian Hospitals 


Were the fears of the committees concerning 
the shortage of doctors and nurses justified? Peo- 
ple at home must be taken care of as well as the 
soldiers and sailors. The Navy as well as the Army 
needed hospitals and medical attendants. Re- 
member the influenza epidemic which began in 
September, 1918, and lasted through October. 
There were not enough doctors. They were trans- 
ferred from place to place as the disease began 
and subsided. And so with nurses, though these 
were supplemented by many volunteer workers. 
In the Army hospitals the onset of disease rose 
from a normal average of about twenty thousand 
per day to a peak of 145,000, October 11, and 
the Army bed occupation from 42,000 to 130,000. 
There were not enough beds for all the sick. 


In Overseas Hospitals 


In our hospitals abroad, partly due to the 
epidemic, but mostly to increasing war casualties, 
the bed occupancy began a rapid increase from 
55,000 September 13, 1918, to a peak of 190,000 
on November 15, when it began to subside slowly 
to 180,000 on December 5, and then rapidly. There 
was an estimated need of one nurse for 10 beds 
in these hospitals. This requirement was met 
until the first of August, when, as a result of the 
battles on the Marne, there were 12 patients per 
nurse, and when our Army began its active opera- 
tion the number of beds rose rapidly from normal 
on September 27 to a peak of 24 patients per 
nurse for the week ending November 15, and did 
not reach its proper level until January 23. 


Providing Nurses in War Time 


In January, 1918, the method of providing 
nurses was discussed with Army nursing officials. 
This problem continued to be acute until the 
Armistice, intensified by experiences as above re- 
lated. At a meeting of the War Service Commit- 
tee in May 1918, a course of training for aids 
was advocated and, following this, tentative plans 
for enrollment and organization of a Volunteer 
Hospital Aid Corps were prepared. Military au- 
thorities decided to fill the need by establishing 
Army schools for nurses in which, just prior to 
the Armistice, some students were enrolled. 


The Red Cross had undertaken to provide 
nurses for the Army under the direction of Jane 
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Delano, who made valiant efforts to fulfill this 
task. Finally, as demands for help in the hospi- 
tals abroad became more intensified, it was de 
cided to enlist nurses’ aids; but they must be at 
least 35 years old, and there were other restric- 
tions. A majority of women of this age were 
married or in settled occupations and not apt to 
be in the vigorous health required for war serv- 
ice overseas. There were many young women of 
education and intelligence who were as anxious 
as their brothers to engage in patriotic service 
and not interested in nursing occupation except 
for that purpose; but these were not eligible be- 
cause of the restrictions. There were practically 
no volunteers and nothing had been accomplished 
when the war ended. Discussions of the nursing 
problem occupied much time at the 1918 conven- 
tion of the American Hospital Association, as may 
be seen by reference to the annual report. 


Preparation for Hospital Care of Returning 
Sick and Wounded 


With the end of the war new problems arose; 
provision must be made for the reception and care 
of the sick and wounded from abroad. Many hos- 
pital projects had been approved in anticipation 
of future needs, involving large expenditures of 
money. It was necessary to estimate and deter- 
mine how many of these could be safely aban- 
doned; and when this was done the work of the 
two committees, which was essentially a work of 
“preparation” was ended. 


Human nature being what it is, there were at- 
tempts to influence the authorities in the loca- 
tion of hospitals through the intervention of con- 
gressmen. Some purposes were laudable, as the 
desire to have hospitals near the homes of the 
patients. But there were attempts to dispose of 
unprofitable investments, an unsuccessful race 
track, an opera house, even an uncompleted alms- 
house, which could not be finished because war 
prices had made the cost exceed the appropria- 
tions. These overtures were not sympathetically 
received. Had a definite program been made, how- 
ever, they would have been largely forestalled 
and easily answered. Some were successful. 


Importance of Planning for Both the Civilian and 
the Military Sick 


The difficulties are not recorded here in a spirit 
of criticism. They are bound to occur when in 
the heat and turmoil of war something must be 
done without adequate time for study and proper 
consideration. Experience of error is a costly, but 
valuable, method of education; if the experience 
is remembered. Plans should be made with due 
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regard for civilian as well as military needs, for 
the physical welfare of citizen as well as soldier is 
essential to the victorious conduct of a war. A 
program should provide for all the needs demon- 
strated by the experience of the last war adjusted 
to the changed conditions which now prevail. 
Plans for the different types of hospitals required 
should be on file, their number and location de- 
cided upon. It is probable that prefabricated units 
of safe material can be planned which could be 
used to build or enlarge hospitals from time to 
time when and where needed, and careful provi- 
sion for professional and technical hospital at- 
tendants should be made ready now to put into 
operation when the time comes. Perhaps such a 
program has been made by the War Department, 
but it is difficult to see how it could be done ex- 
cept in collaboration with experts familiar with 
civilian requirements. Experience demonstrates 
that such collaboration was of great assistance in 
the last war, for the programs largely prepared 
by the committees were being adopted.as the war 
drew to a close. A year and a half after the war 
began. 


Base Hospitals—Their Role in Preparedness 


In contrast with the above record is the history 
of the Base Hospitals, which is a history of pre- 
paredness. : 


A year before the declaration of war, Dr. Crile 
had advocated the plan in a published article. On 
this suggestion Col. Jefferson R. Kean, M.C., 
U. S. A., on duty with the Red Cross, was trying 
to form reserve hospitals connected with medical 
schools and universities. In conference with him 
Dr. Washburn suggested the use of hospitals, 
rather than universities, as bases for the groups. 


A meeting was arranged with the Surgeon Gen- 
eral and Doctors Frederic A. Washburn, Winford 
H. Smith and Colonel Kean. As a result it was 
decided to have both universities and hospitals act 
to form groups, and to proceed with the Johns 
Hopkins and Massachusetts General Hospitals to 
form Red Cross Base Hospitals, these to be trans- 
ferred to Army hospitals when war began. 


Formations of other units followed. Personnel 
to fill every service requirement for five hundred 
bed hospitals were enrolled, and through the Red 
Cross and other agencies supplies were obtained 
and packed and labeled for transportation. There 
was instruction in what is called “paper work” in 
the Army, less euphemistically known as “red 
tape,” and the men drilled. They were taught 
how to salute, stand at attention, and squads right 
and left. How much further instruction went his- 
tory does not relate, but probably all they ever put 
to practical use was the salute. 
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After war was declared these units were ready 
for. service and soon commissioned and enrolled in 
the Army. They were among the first units to 
cross the ocean, and, unlike others, were ready and 
able to carry on as soon as the necessary build- 
ings were assigned to them, although much clean- 
ing, altering, and repairing had to be done and ad- 
ditions and improvements made. They were ready 
long before the first wounded men began to ar- 
rive. Thus this experience demonstrates the value 
of preparedness as forcibly as other records show 
the cost if it is lacking. 


Apparently similar arrangements are now being 
made. They can be easily perfected, for the de- 
tails will be entrusted to competent hospital men 
who know what is needed. 


The Values of the Experience of the World War 


The other problems are more difficult; as has 
been demonstrated. They need careful estimates 
of the requirements and then studies to find how 
they must be met, followed by programs that will 
start things in motion when needs arise. Experi- 
ence in the last war will be of some value, but 
there are many changes since. What is the prob- 
able ratio of casualties to enrollments; what pro- 
vision must be made for civilian injuries? Many 
volunteers have gone from here as ambulance 
drivers; where do they take their patients and 
what then becomes of them? One wonders how 
medical care can be provided in all the areas where 
men, women, and children are being killed, 
wounded, and made sick by privation. 


Is there danger of any similar invasion here? 
Most probably not. Should we be prepared to send 
men to Europe, to Asia, to lands coming within 
the purview of the Monroe Doctrine? The billions 
being advocated for military purposes indicate all 
of these possibilities and that, as never before, our 
supply of medical resources must be conserved. 
A board of expert laymen has been appointed to 
ensure a supply of materials, with which to fight. 
It surely is important to provide for the preser- 
vation of life. 


The cost of such preparedness will be trivial. A 
board of experts will require secretarial assistance 
to procure information, to compute it in statisti- 
cal form for study and to record programs that 
may be formulated by the board. Some inquiry 
as to desirable building planning and equipment 
may require the employment of experts. Beyond 
this there need be little expenditure of money 
until the time comes to act and the net result will 
be a saving of time and money; which is nothing 
as compared with the saving of life and health 
which is bound to ensue if proper preparation is 
made. 
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The Influence of Early Philadelphia on the 


Development of American Medicine 


LEON HERMAN, M.D. 


ITH few exceptions, physicians have pur- 
WY ive the muse of history with rather 
heavy footsteps. Nature is far from 
prodigal in her production of Oslers, Packards, 
Cushings and Da Costas. Almost all of us who 
seek Clionian favors are destined, I fear, to end 


up on Grubb Street, our listeners in the arms of 
Morpheus. 


We long, alas, in vain, for the old days of quiet 
contemplation, for a return to the simplicities of 
Poor Richard, and that time when science was 
young and the entire field of medicine within the 
grasp of the individual. In common with other 
American physicians, we struggle to erect a scien- 
tific structure dedicated to the prolongation of 
human lives that can be sustained in the new 
economy only at the price of the coronary arteries 
of the productive few. Individualism slowly sinks 
beneath recurrent waves of organization and 
standardization. We have too many medical stat- 
isticians, too few gentle philosophers. I am con- 
vinced, however, that our ideals have suffered 
little. That which George W. Norris said of the 
old Pennsylvania Hospital in 1886 applies, I be- 
lieve, equally today. I shall quote him. 


“In her wards students have always 
learned, both by precept and practise, that 
the minor duties of a surgeon, and the com- 
mon accidents to which the human family 
are exposed, deserve most of their attention, 
and in her theatre doubtful operative schemes 
and rash experiments, or mere bloody ex- 
ploits have ever been condemned, while at the 
same time, her records show that bold 
achievement when founded on well estab- 
lished principles have frequently been wit- 
nessed and, at times originated there.” 


Memories keep crowding upon us of those whose 
contributions to medical life and science in the 
early days of America have helped to make us 
what we are. I invite you, therefore, to traverse 
time by joining me on a magic carpet for a ram- 
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bling journey through the Philadelphia of the 
late years of the Colonial period and the early 
years of the Republic. 


' The Beginnings of Philadelphia Medicine 


The early years of colonization of this continent 
were pestilential. With the arrival of “sickly 
ships” great epidemics of cholera, smallpox and 
yellow fever occurred with a destructiveness that 
staggers the imagination. Throughout the seven- 
teenth century, epidemic diseases were the major 
concern of both the medical profession and the 
public. The activities of the Philadelphia Acad- 
emy of Medicine, founded as late as 1797, were 
devoted wholly to the study of pestilential dis- 
eases, and in 1798 and 1806 the College of Physi- 
cians in Philadelphia published monographs on 
this subject. You will recall that smallpox was 
super cargo on the Mayflower, and of the 100 per- 
sons who accompanied Penn on the Welcome in 
1682, thirty died of this disease en route. Penn’s 
companions thus succumbed rather than through 
the imprecations of the intolerant Cotton Mather 
who called the gentle Quakers “heretics and malig- 
nants,” and prayed for their destruction to the 
greater glory of God. 


Prior to Penn’s arrival, the only trained physi- 
cian practicing in Pennsylvania was John Good- 
son, a surgeon employed by the Society of Free 
Traders, and the practice of medicine a primitive 
mixture of superstition and measures advocated 
in popular books called, “Family Advisers” such 
as Buchan’s Domestic Medicine. The latter method 
of promoting self diagnosis and treatment long 


21 





retained its popularity. When I was a boy in 
Lancaster County, Pennsylvania, the Dutch farm- 
ers planted and harvested their crops, and treated 
themselves and their animals with the advice of 
Baer’s Almanac. Veterinary surgery in those 
days was largely in the hands of powwow doc- 
tors. 


The earliest recorded epidemic in Philadelphia 
occurred in 1699. This, which was an exceedingly 
fatal form of yellow fever, led to the enactment 
in 1700 of a law to prevent “sickly” vessels from 
entering the port, and to the appointment of one, 
Dr. Graeme, as health officer. This duty he per- 
formed for more than 20 years without compensa- 
tion when the Assembly voted him a gratuity of 
100 pounds—which seems to me to be in keeping 
with the present evaluation of the doctor’s serv- 
ices by politicians. 


- Malaria-laden mosquitoes helped to make life 
miserable for the early Philadelphians—and little 
could be done about it since determination of the 
part played by insects as carriers of disease 
awaited another century and the appearance on 
the scene of Major Ross, Sir Patrick Manson, 
Walter Reid, James Carroll and Jesse Lazere. 


Prophylaxis by Inoculation 


The serious smallpox epidemic of 1730 is im- 
portant because at this time prophylaxis by inocu- 
lation was introduced into Pennsylvania, and for 
a period of 73 years incited the most violent con- 
troversy, which ended finally with the more or 
less general adoption of vaccination. The latter 
was first applied in Pennsylvania, five years after 
the publication of Jenner’s immortal, “Inquiry.” 
The fascinating story of inoculation need not be 
retold here in detail, but there seems to have been 
ample basis for opposition to the measure based 
on fear of the results. In the orient where the 
practice originated probably centuries before its 
introduction into England by Lady Montague in 
1717, inoculations were made intravenously and 
the results seemed to have been quite innocuous. 
Similar results were obtained at first in England, 
but with the death of a child of the Earl of Sun- 
derland and others, violent opposition to the prac- 
tice became widespread. Inoculations were per- 
formed by more or less deep scarification, and the 
disease thus induced was not always mild and 
sometimes originated localized epidemics which in 
one instance at least had a mortality rate of 12 
per cent. The average death rate in England was 
about 2 per cent when Zebdiel Boylston at the 
suggestion of Cotton Mather introduced the meas- 
ure to the Massachusetts colony in 1721. 


You will recall that Benjamin Franklin in his 
old age expressed deep regret for not having had 
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inoculation performed on his child, a fine boy of 
4 years who died of smallpox contracted in the 
common way in 1737. Franklin had enthusiasti- 
cally espoused the cause of the inoculationists, but 
neglected to apply it in the case of his child. Not- 
withstanding the considerable danger attending 
the procedure, the violence and frequency of 
smallpox epidemics in those days were such that 
the citizens of Philadelphia and elsewhere were 
willing to submit to inoculation. Indeed, the com- 
mon practice led Dr. William Barrett to establish 
a successful private inoculation hospital in Phila- 
delphia in 1759. 


Among the most interesting early protagonists 
of this procedure was Dr. Laughlin MacLeane, a 
stuttering Irish soldier of fortune who attempted 
in a most fascinating essay to refute the common 
argument that the practice of inoculation was 
tempting the almighty by inflicting distempers 
without his permission. MacLeane, a graduate of 
Edinburgh, college friend of Goldsmith, and re- 
puted author of “Junius,” came to America as a 
regimental surgeon, but soon resigned his com- 
mission and opened a drug store at the sign of 
the Golden Pestle. In 1761, he earned the dis- 
pleasure of the citizens by attempting to promote 
a house of entertainment with baths which the 
Quakers maintained would prove a nursery for 
all kinds of dissipation. Discouraged, he returned 
to England to become under secretary to Lord 
Shelburne, and finally got a seat in the House 
of Commons. MacLeane returned to Philadelphia 
for a period of one year as Collector of the Port, 
thence to India as agent to Warren Hastings 
whose confidence he is said to have betrayed. 
The remarkable career of this stuttering fellow 
ended at sea in 1777 when his ship which sailed 
from the Cape of Good Hope for India was lost 
with all on board. 


The company of Penn on his first visit to Phila- 
delphia in 1682 contained three well educated 
physicians, Thomas Wynne, Thomas Lloyd, and 
Owen Griffith, all of whom escaped death from 
the smallpox epidemic aboard the Welcome. 
Wynne deserted medicine to become Speaker of 
the First Assembly, Lloyd did likewise to become 
the First Deputy Governor of Pennsylvania. He 
became the father of a daughter whose son— 
Lloyd Zachary—was destined to play a leading 
role in Philadelphia medicine of the Colonial pe- 
riod. Owen Griffith remained steadfast, becoming 
the leading physician of his day in Philadelphia 
and an eminent preacher among the Quakers. He 
died in 1717. 


First Amputation Attempted in the Colonies 
It is the year 1699, and a ship bearing Penn on 
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his second visit is proceeding slowly up the then 
odorless Delaware. A salute fired in his honor 
in the village of Chester resulted in a serious acci- 
dent to the arm and hand of a young man. Owen 
Griffith, with an audience of excited villagers is 
about to perform the first amputation attempted 
in the new world. Just as the arm is severed, 
the surgeon’s clothing catches fire from a basin 
of blazing spirits. The surgeon rushes to the 
street where the fire is quenched and gets back in 
time to save the patient’s life although the stump 
(as Thomas Story tells us) “was left in that open 
bleeding condition.” Crude surgery in a rough 
setting; great drama in any age. 


The footsteps of the medical historian eventu- 
ally turn in Philadelphia to Second Street above 
Market. There in the burying ground of Christ 
Church and marked by a simple stone, will be 
found the grave of Dr. John Kearsley, Sr. This is 
altogether fitting since the versatile Kearsley de- 
signed this stately old edifice which saw the devo- 
tions of the majority of illustrious churchmen in 
early Philadelphia, including Washington and 
Thomas Bond, and provided for many of them a 
final resting place. John Kearsley arrived in 
Philadelphia from England in 1711. This bril- 
liant and versatile, but splenetic and unhappy per- 
‘gon died in 1772, unlike his rebellious nephew, 
loyal to the Whig cause. He contributed largely 
to the cultural and political development of the 
province, and through rigorous preceptorship, to 
the medical education of Zachary, Redman, Bond 
and others, destined to lead their profession and 
assist in the founding of many of its great institu- 
tions. 


First Record of an Autopsy in the Colonies 

We find the world of science in 1745 intrigued 
with the newly discovered Leyden jar, and Frank- 
lin deeply concerned with electrical phenomena. 
At the moment we see him standing beside his 
printing press examining some newly printed 
pages. “These,” he says, after a cordial welcome, 
“are part of an octavo volume of 42 pages written 
by my friend, Dr. Thomas Cadwalader. I am par- 
ticularly interested in the second part entitled, 
‘An Extraordinary Case in Physic’ which includes 
a description of the post-mortem findings in the 
case of a woman aged 40 years who died with 
Mollities Ossium. This is, I believe, a record of 
the first complete autopsy performed in these 
colonies.” Many other scientific papers and books 
came from Franklin’s press, but contrary to the 
common belief his activities in this field were ex- 
ceeded by those of both Bradford and Samuel 
Bell. 


First School of Anatomy in the Colonies 
Thomas Cadwalader, great grandson of Thomas 
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Wynne, was born in 1708, studied medicine with 
the elder Kearsley, and served an apprenticeship 
with Cheselden, the great English anatomist. 
On his return to Philadelphia he opened a school 
of anatomy, the first of its kind in America, in a 
building loaned him for this purpose by James 
Logan, the owner of the first considerable library 
in the city, which contained the standard works 
on anatomy and medicine, and was available to 
physicians. 


Hospitals 


Let us remember that at the time of which we 
speak there were no public libraries, no medical 
societies, and no hospitals with the exception of 
a pest house on Fisher’s Island. Philadelphia with 
a population of about 18,000 and the largest city 
of the provinces seems to have been a filthy place. 
Its narrow, unpaved streets, alternately muddy 
and dusty, were bordered by sewage-filled gutters 
providing sustenance for vagrant dogs and swine, 
and a breeding place for flies. Screens were un- 
known. Outhouses, then called necessaries, and 
since immortalized by Chick Sales and given archi- 
tectural dignity by our profligate government, 
drained into adjacent wells. The best of summers 
were nightmares of flies and mosquitoes, heat, 
humidity, and—odoriferous, if any, breezes. Lice 
and scabies infested both slaves and indentured 
servants, and illness was a frequent visitor even 
to the houses of the prosperous. 


The physician seeking information regarding 
the medical practice of the day will find in Eliza- 
beth Drinker’s diary its richest source, all of 
which is edited from the medical point of view by 
one of her distinguished descendants, Dr. Cecil 
Drinker in a most charming and fascinating little 
volume entitled, “Not So Long Ago.” The inlying 
women of the large and affluent Drinker family 
were delivered, contrary to the prevalent custom, 
by physicians; tuberculosis attacked a son, Wil- 
liam; the father, Henry, a sufferer from chronic 
dysentery, was banished during the Revolution as 
a Pacifist and Tory to Winchester, Virginia. These 
occurrences together with the recurrent epidem- 
ics, and less serious afflictions of the family are 
fully described by the keenly observant Quak- 
eress in 36 books covering the period 1758-1807. 


First Medical Society in the Colonies 


The first medical society in the colonies, called 
the Philadelphia Medical Society, was founded in 
1765, thus antedating the New Brunswick Society 
of New Jersey by one year, and the Massachusetts 
Medical Society by 16 years. This Society had an 
independent existence until November 1768 when 
it merged with Benjamin Franklin’s “Society for 
Promoting Useful Knowledge”—known since then 
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as the American Philosophical Society. The lat- 
ter is not, therefore, as some seem to believe, a 
mere continuation of the famous Junto. 


Thomas Bond—Credited by Franklin as Having 
Founded Pennsylvania Hospital 


On our visit to Franklin, he reminded us of an 
abortive effort made in 1709 to found a hospital 
for the sick and injured, and predicted resusita- 
tion of the idea. This awaited, however, the 
return of Thomas Bond from his studies abroad. 
Bond was a Marylander who after long appren- 
ticeship in surgery and midwifery at the Hotel 
Dieu in Paris settled in Philadelphia, finding him- 
self a well trained surgeon without a place to 
work. The medical world is well aware of his 
failure to organize a hospital until he obtained the 
assistance of the astute Franklin. In his auto- 
biography and elsewhere, Franklin credits Bond 
with having founded the Pennsylvania Hospital 
which received its charter from the General As- 
sembly in 1751 and took temporary quarters in a 
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Original manuscript by 
Benjamin Franklin of the 
inscription for the corner- 
stone of the Pennsylvania 
Hospital 


dwelling house on High Street, moving in 1755 
to its present location. 


Thomas Bond was a well trained and resource- 
ful surgeon whose invention of an esophageal 
forceps and splint for the treatment of Colles 
fracture bespeaks his originality. He was ac- 
customed to apply the surgical procedures of the 
day, and we find him in 1756 performing the first 
lateral lithotomy in America. In contemplation 
of the dexterity and skill exhibited on the occa- 
sion, one is inclined to contrast the operation with 
that performed upon and so luridly described 
from the subjective point of view by our old 
friend, Mr. Samuel Pepys. MacLaren has vividly 
described the technic of this crude perineal opera- 
tion which was performed 20 years before Chesel- 
den devised lateral lithotomy so that with full 
allowance for Samuel’s genius for the picturesque, 
it must have been a horrific experience. 


First Hospital in the Colonies 
The first hospital building, a three and one-half 
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story red brick structure of Georgian design was 
financed by contributions from benevolent citi- 
zens whom Franklin frightened into charity, 
together with a grant of 2,000 pounds from the 
Colonial Assembly. The completed building cost 
2,927 pounds, 14 shillings, 3 pence. The corner- 
stone, properly inscribed was deposited with 
Masonic rites on May 28, 1755, and the original 
manuscript of the inscription in Franklin’s hand- 
writing was found in 1933 by Mr. Rosenbach, 
the distinguished book collector of Philadelphia, 
among some old manuscripts in a collection at an 
auction in Berlin, and is now a highly prized pos- 
session of the hospital library. 


Franklin, first secretary of the board of man- 
agers, became its second president in June 1755, 
succeeding Joshua Crosby. It was, no doubt, due 
to Franklin’s influence that fire insurance in the 
amount of 1,500 pounds was placed on the hospital 
building by the Philadelphia Contributionship on 
January 25, 1762, and may be of passing interest 
to remark that many Philadelphians, including 
myself, have a similar perpetual policy on their 
homes. The initial building became known as the 
East wing to distinguish it from the West wing 
which was completed in 1796. A central building 
joining these structures was erected in 1804 and 
contains the first clinical amphitheatre con- 
structed in America. 


The old East wing saw the beginnings of the 
nation and has witnessed almost the whole of its 
development. Its well proportioned wards, now 
used by the medical department, have housed 
victims of all our wars. Its walls have echoed the 
cries of citizens wounded by the arrows and toma- 
hawks of the Indians, of soldiers shot by the Brit- 
ish at Germantown, Valley Forge and Trenton, 
of Federal soldiers injured by “minnie” balls at 
Bull Run and Gettysburg, by typhoid bacilli in 
the unsanitary camps in 1898, by machine gun 
bullets and shrapnel at Chateau Thierry and in 
the Argonne, and by Parisian gonococci. It housed 
in 1777 the sick and injured of the British army 
of occupation for which the hospital has as yet 
received no compensation—not even a token—and 
the soldiers on their departure stole the blankets 
from the beds. 


In the basement of this old building, Benjamin 
Rush devised a form of humane treatment for 
the lunatics chained to its stone floor—thus an- 
ticipating modern psychiatry by more than half 
a century. 


First Hospital Library in the Colonies 


Here was established in 1762 the first hospital 
library in the colonies. It began with a single 
volume, “An Experimental History of the Ma- 
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teria Medica,” by William Lewis, F.R.S., which 
Dr. John Fothergill of London presented to the 
hospital through Mr. Logan. Soon thereafter, this 
same generous friend of Franklin presented 
among other things a series of anatomical charts 
in crayon by Jan von Riemsdyke which were ac- 
companied by a letter stating that he had sug- 
gested to William Shippen (then a medical stu- 
dent in London) that he give a course of anatom- 
ical lectures on his return to Philadelphia. 


A Board of Managers That Might Serve as a 
Model 


There was enormous prejudice against human 
dissection at this time, and medical students 
played the role of resurrectionists when necessity 
demanded. Indeed, Da Costa speaks of great 
abuses in the matter of obtaining subjects for 
dissection existing up to the time when the 
Forbes anatomical bill was passed by the Penn- 
sylvania State legislature. However, the Board of 
Managers of the hospital approved Fothergill’s 
plan, and in 1762 Shippen began to teach anatomy 
and midwifery. 


I would like here to pay a tribute to this Board 
of Managers whose attitude throughout the years 
toward the indigent sick and the problems attend- 
ing their care, might well serve as a model 
generally. With an unsurpassed record of deep 
understanding of the aims of the profession and 
anxiety to assist in the fulfillment of its highest 
purposes, it has had the courage on occasion to 
steadfastly oppose erroneous views held by the 
staff, as occurred when Agnew resigned in 1871 
rather than admit women students to his clinics. 


In 1763 the staff requested and received per- 
mission to charge fees for teaching. These were 
fixed at 6 pistoles per course, and the monies thus 
obtained were returned to the hospital for the 
purpose of purchasing books. It is an interesting 
fact that the Board of Managers of the Pennsyl- 
vania Hospital has the right which it actually 
exercised in former days of passing on the fitness 
of a candidate for a staff position after observa- 
tion of his technical skill. When the library was 
founded it reserved the right to approve or dis- 
approve the purchase of individual books “as like- 
wise the manner in which they were lent out.” 


Hospital Museum 


The hospital museum is a child of the library, 
having been formed by the addition of Fother- 
gill’s items to a human skeleton presented by 
Deborah Morris in 1757. The collection was en- 
larged 30 years later with the purchase of some 
wax models and specimens that had been prepared 
and used for teaching purposes by the deceased 
Abraham Chovet. The original museum was, 
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therefore, primarily anatomical, but the first 
catalog which appeared in 1794 listed among 122 
items several pathological specimens including a 
diseased prostate gland. We find 40 additional 
items (most of them pathological specimens) in 
the catalog of 1806. A small building erected in 
1817 to house Benjamin West’s famous picture, 
“Christ Healing the Sick in the Temple,” con- 
tained a small room into which the museum was 
moved. At this time instruction in pathology was 
nonexistent, and it was largely on account of the 
illustrative value of the anatomical specimens and 
drawings that the entire collection was turned 
over to the University in 1824. 


The hospital was without a museum until 1860 
when the Fothergill drawings and some of the 
ancient specimens found their way back. These 
were described and catalogued by William Pepper 
in 1866, and used to illustrate the earliest patho- 
logical lecture course given in Philadelphia. 


The museum catalog of 1806 contained several 
pathological specimens of absorbing interest. One 
of these, described as an ossified testicle, had 
been presented by Dr. Cooper, possibly Sir Astley 
Cooper. This specimen which was returned to the 
hospital museum in 1850, was x-rayed by the 
writer in 1938, and the roentgenogram is repro- 
duced in his Text Book on Urology. It is an ex- 
ample of widespread testicular calcification. 


An Early Case Record 

In the minutes of the meeting of the hospital 
managers in 1805, mention is made of an opera- 
tion performed by Dr. Philip Syng Physick which 
comprised removal from the face and neck of a 
man named Hayes of a solid tumor weighing 714 
pounds. The managers expressed their hope that 
the occurrence would be recorded in the book of 
cases. The case record book for this year contains 
a full description of the tumor and of the opera- 
tion which was performed on Christmas day in 
1805 with 80 medical students in attendance and 
various doctors. An account of the operation is 
also to be found in one of the local newspapers. A 
crude drawing of the patient’s face with the at- 
tached tumor, and his appearance after the oper- 
ation is likewise to be found in the case record 
book. There was a recurrence of the tumor 2 
years after operation, at which time an additional 
2 pounds of tissue were removed, and the patient 
was known to be well 4 years after this. 


Some years ago, a specimen, No. 3415, was 
found in the Wistar museum of the University of 
Pennsylvania with the following inscription, “A 
Tumor Cut from the Side of the Face of a Man 
by Dr. Philip Syng Physick, Pennsylvania Hos- 
pital.” This tumor which now weighs 5 pounds 
is undoubtedly the one recorded in the minutes of 
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the meeting of the board of managers and in the 
case record book of 1805. One hundred eighteen 
years after its removal, the tumor was subjected 
to a complete microscopic study by Dr. John Paul, 
and found to be a mixed neoplasm of a salivary 
gland. The cells were in a very fine state of 
preservation. The pathological report reached the 
wards more than a century after the operation— 
which is a longer time than that usually required. 


Clinical Teaching 

Clinical teaching in America began in the 
Pennsylvania Hospital. Here illustrative cases 
were utilized for student instruction long before 
the establishment of the first medical school. At 
this time the illustrious faculty of Paris was de- 
manding a college degree as entrance require- 
ments although clinical instruction was not given 
there until 1794. It is interesting to note that 
Da Costa credits George McClellan with having 
invented clinical teaching by public clinics, that 
is, the bringing of cases before the students in the 
college lecture room. Dr. George McClellan, the 
fighting founder of the Jefferson Medical College, 
which began its career in 1825, was the father of 
that other little Mac whose reputation as a mili- 
tary leader succumbed to the superior genius of 
Lee on the bloody field of Antietam; he was not, 
however, the father of clinical teaching of 
medicine. 


Boerhaave preceded him as a clinical teacher, as 
did Bond and others. In 1766, in an introduction 
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to his first course of clinical lectures, Bond after 
referring to the School of Physic “lately founded 
in this city” and predicting that Philadelphia 
would become the Athens of America, spoke of 
book versus practical learning saying, “he” (the 
student) “much join example with study before he 
can be sufficiently qualified to prescribe for the 
sick.” 


Bond lectured on acute and chronic diseases, 
performed the common operations of surgery, and 
discussed the meteorological influences on disease. 
Records of the weather bureau are to be found in 
the hospital archives. With the exception of short 
periods during the Revolution, clinical teaching 
has been carried on in the Pennsylvania Hospital 
since 1766, and as medical schools have multiplied 
their students have found welcome there. With- 
out recompense, other than the sense of discharg- 
ing a duty, this old institution provides daily in- 
struction for men and women from both graduate 
and undergraduate schools of medicine and theo- 
logical students learn there problems of the sick 
in relation to their future pastoral duties. 


Medical Education 


Higher education began in Pennsylvania 200 
years ago with the opening of the Academy of 
Philadelphia. This which was another of Frank- 
lin’s projects, became the College of Philadelphia 
and eventually the University of Pennsylvania. 
The city was and had been since the days of Cad- 
walader the resort of many medical students, but 
teaching remained unorganized. Such was the 
state of affairs when William Shippen returned in 
1762 from his studies abroad. 


John Morgan Appointed Professor of Theory and 
Practice of Physic 


On the arrival of John Morgan three years later, 
he presented a letter from Thomas Penn endors- 
ing a plan to add medical courses to the curricula 
of the college. This was approved by the Trustees 
on May 3, 1765, and Morgan was appointed Pro- 
fessor of the Theory and Practice of Physic. 


John Morgan, the eldest son of a Welsh mer- 
chant was born in Philadelphia in 1735, and was 
graduated from the College in 1757, in the mean- 
time having begun the study of medicine under 
Redman. We find him in 1760 a student with 
the Hunters in London, and in the following year 
at the University of Edinburgh where he was 
graduated in 1763. At this time he ably defended 
the thesis that pus is a secretion. Having learned 
the art of making injection and corrosion speci- 
mens from William Hunter, we next find him 
teaching the process to the French—from France 
he went to Padua for a visit to the venerable 
Morgagni. No American student has made a more 
brilliant success abroad. He was made a Fellow 
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of the Royal. Society, member of the Belles Let- 
tres Society of Rome, and a Licenciate of the 
Royal College of .Physicians of London and of 
Edinburgh. 


Though vindicated of the charges that led to 
his dismissal as Director General of the Medical 
Department of Washington’s army, the experi- 
ence greatly embittered him. In 1783, he resigned 
after long association, from the Pennsylvania 
Hospital having been denied permission to collect 
fees for the treatment of venereal patients sent 
by overseers of the poor from the almshouse. His 
death, so Norris tells us, was barely noted in the 
newspapers of the day, and all that was mortal 
of John Morgan returned to the dust of ages in 
an unmarked grave in the churchyard of St. 
Peters. 


“Oh may my shade behold no sculptured urns 
To mark the spot where earth to earth returns, 
No lengthened scroll, no praise encumbered stone, 
My epitaph shall be my name alone.” 


William Shippen Appointed Professor of Surgery 
and Anatomy 

On September 23, 1765 William Shippen ad- 
dressed the Trustees of the College suggesting 
himself for the Chair of Surgery and Anatomy. 
Having received the appointment, he added to his 
courses “a few plain and general directions in the 
practice of midwifery.” Shippen got himself into 
serious trouble with the public over body snatch- 
ing, but continued to teach anatomy until 1775 
when he entered the colonial army. Like Morgan, 
whom he succeeded as Director General of the 
Medical Department of the army, he was court- 
martialed and acquitted, and eventually rein- 
stated. 


Early Requirements for Internship 


Attendance at the Pennsylvania Hospital was 
in addition to the College course, and given at an 
additional cost of 6 pistoles. Adam Kuhn came to 
the faculty as Professor of Botany and Materia 
Medica in 1768, and in the following year his arch 
enemy, Benjamin Rush, was appointed to the 
Chair of Chemistry. 


The first graduating class (1768) was composed 
of 10 men who were given the degree of Bachelor 
of Physic which was abolished in 1789 and the 
requirements for graduation changed. In 1773, 
the Pennsylvania Hospital established intern- 
ships, or as they were then called apprenticeships. 
Some, but not all, of the incumbents attended 
lectures at the College while living and working 
in the hospital. Before accepting an intern, an 
actual indenture was drawn up binding the stu- 
dent to the hospital for a period of 5 years. The 
managers on their part agreed to educate him in 
the art of medicine, and at the end of his term 














Sully’s portrait of Dr. Benjamin Rush 


of service give him a suit of clothes and an en- 
graved certificate. It was not until 1824 that a 
doctor’s degree was required of candidates for 
internship. 


College of Philadelphia Becomes University of 
Pennsylvania 

By an unconstitutional act of the Pennsylvania 
legislature in 1789, the College was deprived of 
its charter and property which were given to- 
gether with certain properties confiscated during 
the Revolution to a new institution called the 
University of the State of Pennsylvania. How- 
ever, the College and charter were restored in 
1791, and the two institutions merged as the 
University of Pennsylvania. Bond is erroneously 
accredited with having held a professorship of 
clinical surgery; the first clinical professorship 
of the University was not established until 1847— 
just 3 years before the opening of the Women’s 
Medical College of Pennsylvania which latter is, 
I believe, the first and only institution of its kind 
in the world. It is likewise erroneous to consider 
Morgan the first medical specialist. 


Development of American Surgery 

The first medical school in the colonies was only 
40 years the junior of the Edinburgh school from 
which it largely sprang. Philip Syng Physick, the 
first incumbent of the Chair of Surgery at the 
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University and generally held to be the father of 
American surgery, was graduated from the latter 
institution in 1792, having in the meantime 
studied in Philadelphia and with John Hunter in 
London. Physick was a most retiring individual, 
a skillful and original surgeon, a fine teacher, and 
a gentleman. Less than a dozen short papers 
came from his pen, but as Professor of Surgery 
at the University, and as surgeon to the Penn- 
sylvania Hospital from 1794 to 1816, he contrib- 
uted largely to the development of American 
surgery. John Randolphs credits him with having 
introduced gastric lavage for removal of ingested 
poisons and the invention of the rat tailed 
catheter. Physick died in 1832 at which time D. 
Hayes Agnew was 19 years of age. Agnew, the 
preceptor of John B. Deaver, my old teacher and 
idol, was destined to hold both positions once held 
by Physick, and I hold this to be a striking com- 
mentary on the youth of American surgery. 


One of the greatest lecturers on surgery that 
America has produced and among the most bril- 
liant physician authors of all time is John Chal- 
mers Da Costa. The imperishable word pictures 
he paints are unsurpassed for beauty and bril- 
liance. If you would live again those stirring days 
of the Napoleonic era and the reconstruction 
period following the bloody holocaust of the Revo- 
lution, you must read Da Costa’s Essay on Baron 
Larrey and on, “Medical Paris in the Days of 
Louis Philippe.” If you would seek to recapture 
the spirit of eighteenth century medicine in 
America, read by all means his description of the 
Jefferson Medical College—its founders and teach- 
ers. Those of us who are inclined to bemoan the 
lack of physical facilities must visualize through 
Da Costa’s inimitable description that second 
floor of a house at 10th and Sansom Streets where 
10 beds served as a hospital for 3 of the greatest 
of American surgeons—the elder Gross, Mutter, 
and Pancoast. 


Samuel D. Gross, a member of the first gradu- 
ating class of. the Jefferson Medical College be- 
came the undisputed leader of the surgery of his 
day. He was the founder of surgical pathology in 
America, and of the American Surgical Society, 
and helped to organize the American Medical 
Association. Of the eight great personalities that 
dominated the surgery of the Jefferson College 
during the first century of its existence, Gross 
was undoubtedly the most brilliant star. The era 
in which Jefferson College was the domain of the 
elder Gross was the dividing line between the 
old and the new in American surgery although 
Listerism came later; anesthesia, the Virchonian 
dictum and bacteriology were creations of his 
time and helped to banish forever the practices of 
a cruder if more romantic age. 
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The Community and Guidance 


SISTER JOHN OF THE CROSS 


to a Catholic social worker speaking to a 

group of Catholic volunteer workers in a 
quiet yet forceful manner; she spoke most earn- 
estly on the need of personal responsibility in the 
relief of the ills of our fellowmen. Particularly 
of the ills which follow from a materialistic phil- 
osophy of life. As she was speaking, I applied 
what she said to our own field of nursing and I 
thought to myself that perhaps in our guidance 
of nursing today lies the fault in our failure to 
give the students a guide to a complete living— 
one which will carry them over the rough ways 
of life and consciously develop them into other 
Christs. 


Spiritual Guidance in Everyday Life 


N OT long ago I had the privilege of listening 


Are we doing all we can to bring home to our 
students the importance of the supernatural in 
their work? Are we really making the supernat- 
ural an everyday, every minute affair or are we 
just a little bit afraid of letting the light of our 
own individual faith and hope and love shine out 
to light their way? Are we so individually well 
prepared spiritually for our work that we can ex- 
tend ourselves into the lives of others in a way to 
assist them to live the full life of the spirit so they 
can live the full life of their professional work to 
better advantage? 


Has the time not come when we need more 
active work, more deeply spiritual work for our 
nurses so that they can go out into the commu- 
nity and communicate that spirit to others who so 
sadly need it, or to strengthen others who are 
weak or to encourage others who are strong but 
who are in need of encouragement? What does 
the community need more today if it is not a 
strengthening of spiritual ties? To be shown the 
way to the spiritual understanding of things, to 
be led to the fountain of grace, Christ Himself? 
What, fundamentally, are people looking for if it 
is not an understanding of the meaning of life 
which will encourage and give strength to spirit 
and body? Just what is the meaning of the thou- 
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sands of requests for prayer books made to the 
National Council of Catholic Men at the sugges- 
tion of Monsignor Sheen if it is not an expression 
of the desire for God and the things of God? What 
is it that we have to give to our nurses that no 
others can give so well if it is not that spirit of 
Christlikeness which we profess, upon which our 
whole life is lived and which they can carry out 
into the community which is in such desperate 
need of this spirit? 


Guidance Programs in Schools of Nursing 


We need guidance programs in our schools of 
nursing. We need to train leaders in the lay pro- 
fessional group. To do this we must rest the 
program on a solid religious and moral basis, giv- 
ing to the nurse a broad vision of the opportuni- 
ties which are hers to lead others to God through 
her own Christlike service. Have we really 
grasped our oneness in the Mystical Body of 
Christ? Do we really bring home to our students 
the practicality as well as the beauty and the 
necessity of this doctrine? Are we so firmly con- 
vinced that the actual daily living of this doctrine 
is not only possible but a positive necessity both 
for ourselves and for those whom we guide? 


Father Paul Hanly Furfey beautifully ‘ex- 
presses this idea in his recent book “This Way to 
Heaven.” I quote: “As far as their physical bod- 
ily lives are concerned, a million Christians live 
a million lives; but as far as their real life is con- 
cerned, their life of grace, they all share one 
life.” It needs considerable meditation to grasp, 
even obscurely, the wonder of this mystery. We 
ought to think about it, read about it, talk about 
it, pray for it until we begin to realize what it 
means. If all of us share one life, then our mu- 
tual relationships must be not that merely of the 
members of one society, but that of the members 


29 





of one body. The relation of two Christians must 
be like the relation of my right and left hand. 
My two hands do not live independent and sep- 
arate lives. They both live one life—my life. So, 
also, two Christians do not lead separate super- 
natural existences. They both share the same 
life of the same Christ.” 


“The fact that all members of the Church, to- 
gether with Christ, the Head, form one Mystical 
Body, has enormously important implications for 
charity. It means we cannot remain indifferent 
to one another. As members of the Mystical Body 
we must share our mutual joys and sorrows. As 
St. Paul says, “If one member suffers anything, 
all the members suffer with it, or if one member 
glory, all the members rejoice with it.” (I Cor. 
12:26). 


Paul Claudel has said that young people have a 
hunger for the heroic, and too long they have 
been told to be moderately prudent. 


Dorothy Day, in her “Houses of Hospitality,” 
says “Too long have we had moderation and pru- 
dence. Today is a time of crisis and struggle.” 


Within our generation, Russia has rejected 
Christianity, Germany has rejected it, Mexico 
fights to exterminate it, in Spain there has been 
war against religion, in Italy, Fascism has exalted 
the idea of the state and rejecting the Kingship of 
Christ, has now a preverted idea of authority. 


Security 


When religion is being warred upon through- 
out the world our young people still come from 
schools and colleges and talk about looking for 
security—a weekly wage. They ignore the coun- 
sels of the Gospels as though they had never heard 
of them and those who are troubled in conscience 
regarding them, speak of them as being imprac- 
tical. Why they think a weekly wage is going to 
give them security is a mystery. Do they have 
security on any job nowadays? If they try to 
save, the bank fails; if they invest their money, 
the bottom drops out of the market. If they trust 
to worldly practicality, in other words, they are 
out of luck. If they sell their labor, they are 
prostituting the talents God gave them. College 
girls work in department stores. Does that type 
of work require such expensive training? Boys go 
into business looking merely for profits. Is this 
what their religious principles have taught them? 
They have no security and they know it. The only 
security comes from the following of precepts 
and counsels of the Gospels. 


If each unemployed nurse went to her pastor 
and got a list of the sick and gave up the idea 
of working for wages and gave her services to 
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the poor of the parish, is there not security in the 
trust that God will provide? This is but one in- 
stance in using talents and abilities that God has 
given each one of us. 


St. Thomas says, “The counsels of perfection 
are considered in themselves expedient for every- 
body,” and he adds, charitably, “owing to the vari- 
ous dispositions of people, there are some for 
whom they are not expedient because their in- 
clinations do not tend in that direction. But to 
those in whose minds these questions are stirring, 
there are these words directed “Today if you shall 
hear My voice, harden not your hearts. This is 
the true fraternity which overcame the crimes of 
the world.” 


The Practice of Charity 


Dorothy Day’s book, remember, is written for 
laymen. In the March 1940 number of the Cath- 
olic Charities Review, the following editorial ap- 
pears. “The biggest challenge confronting the 
Church in this country for the next ten years is 
to give a real demonstration of its interest in poor 
people. This cannot be done by talking or point- 
ing to the responsibilities of the State. We must 
have action and the kind of action that calls for 
real sacrifice. We need a few people like St. Fran- 
cis and St. Vincent de Paul to call the world back 
to the practice of charity. The world looks to the 
Church to preserve the spirit and practice of char- 
ity in our midst. Without charity as a founda- 
tion public welfare, as we now know it, will be 
swept away. It cannot bear up against the forces 
of selfishness and greed.” 


Are we convinced that we should be guiding our 
nurses to the practice of the counsel of perfection, 
or are we guiding them to false securities? Are 
we giving them something less than the true value 
based on the doctrines of the Mystic Body? We 
need to steep ourselves in this reality that we all 
share one life of grace. We must see more and 
more clearly God in the person of those we serve 
and with the intention of imitating Him, to call 
to mind the gentleness and charity which Christ 
exercised on earth when serving the poor, with- 
out making any exception of persons and treating 
all according to their needs. ‘““What we need today 
is to think of this teaching more and more as a 
way of life—your way and mine. People must 
apply the teaching of Christ in their own lives 
before they begin to think about serving others.” 


Since our nurses go out into the community to 
serve others, are we stressing practically to them 
the necessity of preparing themselves in a soundly 
spiritual way for their life of service? Are we 
showing them how to prepare themselves? Ours is 
a great and glorious responsibility to guide these 
lives in such a way that they are caught up with 
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the beauty of the ideal of Christlike service so 
that in going about their work they bring real 
hope and courage and joy to the community which 
they serve. 


Good Example Is One of the Best Teaching 
Methods 


It is our job in our own field to help to develop 
saints, but since we cannot give what we do not 
have, it is incumbent upon us to see that we do 
all in our power to develop fully the ideal of sanc- 


tity in our own lives so that we do not fail in de- 
veloping loving souls whose first thought is the 
seeking of the Kingdom of God with the realiza- 
tion that all other things will be added as needed. 


The community needs faith in God, above all 
things, and our nurses should be ready to express 
the faith that is in them in a way that will bring 
to each component part of the community they 
serve the sweetness of the love of Christ Himself 
expressed in a whole—souled love of God and of 
neighbor. 
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Hospital Service Plans and Private 
Insurance Contrasted 


C. RUFUS ROREM, Ph.D., C.P.A. 


placing hospital care in the family budget 


‘ M than five million Americans are now 
by subscribing to the sixty nonprofit hos- 


pital service plans approved by the American — 


Hospital Association. During the year 1940, these 
plans will pay the hospital bills, amounting. to 
approximately $30,000,000, for more than 500,000 
patients. 


This discussion will be concerned with only one 
phase of nonprofit hospital service plans, namely, 
their difference from stock and mutual insurance 
companies. The hospitals of America, as com- 
munity service institutions representing the gen- 
eral public, guarantee service to the subscribers 
of nonprofit plans. This guarantee sharply dif- 
ferentiates the methods and objectives of hos- 
pital service plans from those of stock or mutual 
insurance. 


Hospitals as Community Institutions 


The public owns the hospitals, the public uses 
the hospitals, and the public supports the hos- 
pitals. Of the three billion dollars capital invest- 
ment in the hospitals of the United States, ap- 
proximately 95 per cent appears in governmental 
or nonprofit voluntary hospitals, constructed 
from taxes or voluntary contributions, without 
expectation of return of the original funds or 
earnings on the invested capital. 


Each year there are 9,500,000 admissions to 
hospitals for the care of acute medical and sur- 
gical cases. Of this number, approximately 2,500,- 
000 (or 27 per cent) are admitted to government 
hospitals under federal, state, or local auspices for 
entirely free care at the expense of the taxpayers. 
In addition, another 20 per cent receive free or 
part-pay service in the voluntary hospitals of the 
United States. Only 15 per cent of the people 
require public assistance in the purchase of food 
and shelter, yet nearly one-half the American 
public rely on taxation or voluntary contributions 
to help pay their hospital bills. Many of them 
come from families of wage earners who are reg- 
ularly employed at small incomes. They are not 
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exclusively the indigent and unemployed members 
of the population. 


The foregoing data are clear evidence that the 
hospital system of America is not a privately 
owned industry, offering services to those who can 
afford to pay and refusing care to others. The 
experience of an individual hospital demonstrates 
still more dramatically the public attitude con- 
cerning hospital care. Both government and pri- 
vate hospitals are required by law to render emer- 
gency care regardless of a patient’s ability to pay 
for service. Public opinion expects the church 
and nonsectarian voluntary hospitals to provide 
care to patients according to their medical needs, 
not their economic resources. Instances of failure 
to provide such care, or of undue zeal to enforce 
payment by the patient, are so rare as to excite 
public comment. They merely serve to illustrate 
the general fact that the American hospital is es- 
sentially a community service institution, not a 
private business enterprise. 


The voluntary hospitals of America are the di- 
rect representatives of the people, without the 
intermediary of'a local, state, or national govern- 
ment. They express the public will through the 
leadership of religious and nonsectarian associa- 
tions. These institutions supplement their serv- 
ices to the self-supporting and full-pay patients 
with vast amounts of free and part-pay care to 
the indigent and unemployed, as well as to work- 
ers and families in the low-income groups. 


Not all of the member-hospitals in each non- 
profit plan are voluntary institutions. In some 
communities it is both necessary and desirable for 
proprietary and local government institutions to 
participate as member-hospitals, since they may 
comprise a substantial portion of the local bed 
facilities open to the general public. But for the 


HOSPITALS 








ae | Dee ee. ‘Eee «ee ee ce 


eco 
pit; 


Jul 








country as a whole and in almost all communities, 
the voluntary hospitals under church and indepen- 
dent auspices have taken the leadership and re- 
sponsibility for group budgeting for hospital care 
through nonprofit hospital service plans. 


Service Contracts and Hospital Responsibility 

The benefits of nonprofit hospital service plans 
are receivable by the subscriber in service, not in 
cash. The function of a hospital service plan is 
to furnish hospital care. Obviously, such a func- 
tion can be performed only by hospitals, which 
have the necessary personnel and facilities to pro- 
vide the care. 


A man cannot lose a better job than he has, nor 
can fire destroy a better house or automobile than 
he owns. But sickness can exact an expenditure 
larger than a man’s whole income during his 
period of disability or greater than his entire sav- 
ings from previous income or gifts. Hospital serv- 
ice plans are designed to give a subscriber a serv- 
ice which he needs, rather than to restore a money 
value which he has lost. 


A hospital service plan is essentially an arrange- 
ment by which member-hospitals guarantee the 
necessary hospital services to employed subscrib- 
ers and their dependents. The hospital contract 
by which member hospitals assume responsibility 
for the services to subscribers is the basis for 
the official interest of the American Hospital As- 
sociation in the nonprofit hospital service plan 
movement. This feature, even more than the non- 
profit characteristic of the plan, is the basis for 
the approval program by the Commission on Hos- 
pital Service. Without the existence of hospital 
responsibility, there would be no special reason 
why the Commission on Hospital Service should 
supplement the legal control of state regulatory 
bodies with the administration of an “approval” 
program. 


In the final analysis, hospital service plans are 
community health programs and a responsibility 
of the entire population. They are not thei re- 
sponsibility of private investors, or even of the 
subscribers alone, for in some instances the sta- 
bility and continuance of the hospital service plan 
may require public support through voluntary 
contributions or taxes. This principle was offi- 
cially recognized by the American Hospital Asso- 
ciation in resolutions passed in 1938 and 1939 at 
the national conventions in Dallas and Toronto, 
respectively. 


Hospital Plans as Social Insurance 


The description of the methods and objectives 
of nonprofit hospital service plans suggests basic 
economic and social differences between the hos- 
pital service plans and stock and mutual insurance 
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procedures. The primary difference between the 
hospital service plan and the stock or mutual in- 
surance company is the guarantee of service by 
arrangement with a group of member-hospitals, 
which is essentially a guarantee of service by the 
entire community. For this reason, the hospital 
service plans tend to possess the economic char- 
acteristics of a voluntary program of social insur- 
ance rather than private insurance. A social in- 
surance plan, according to the President of the 
American Institute of Actuaries, 


“must serve social needs first of all, and ac- 
cordingly it should be so constructed or re- 
constructed as to direct its resources, what- 
ever they may be, to best serving these 
needs ... The matter of raising the necessary 
income is primarily a matter of fiscal and 
public policy which is not strictly an actuarial 
problem, but rather one involving the fields 
of sociology and economics, and more espe- 
cially public finance.’ 


Any student of hospital care can make a rea- 
sonable estimate of the number of accidents or 
illnesses which will require hospitalization among 
a group of people during a period of time. But 
a physician determines and prescribes the amount 
of service which an individual patient will receive 
for one of these accidents or illnesses. His recom- 
mendation might vary with the severity of the 
illness and the personal characteristics of the pa- 
tient. The area of judgment in the extension of 
benefits to hospital service plan subscribers is in 
some respects larger than the area for application 
of the laws of probability; however, the annual 
rates are based upon the law of averages, with 
the intention that payments by subscribers will 
be sufficient to cover operating expenses and to 
make certain agreed payments to hospitals. 


An important factor in the control of costs is 
the principle of co-insurance, by which the benefi- 
ciary bears part of the financial loss against which 
he is protected. Private companies apply this 
principle by expressing hospitalization benefits in 
terms of dollars, with the expectation that the 
policyholder, when hospitalized, will probably bear 
a proportionate or residual part of the hospital 
expenses. In this way, the subscriber has less 
tendency to request or demand excessive benefits. 
Nonprofit plans rely upon the hospital admin- 
istration to control unnecessary services to sub- 
scribers; hospitals are usually paid average 
amounts per day without regard to special serv- 
ices required, and in any case, the amount pay- 
able to all hospitals is limited by total subscrip- 
tions less operating expenses. 





1Reinhard A. Hohaus, Associate Actuary, Metropolitan Life 
Insurance Co., in a paper entitled ‘“‘Actuarial Problems of Social 
Insurance,”’ presented at the 101st Annual Meeting of the Amer- 
ican Statistical Association, Philadelphia, December 28, 1939. 
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Special Legislation © 

Hospital service plans in the majority of states 
are regulated by the insurance departments, 
either exclusively or in conjunction with the de- 
partments of welfare, health, or institutions and 
agencies. It is significant, however, that 24 state 
legislatures, beginning with New York in 1934, 
recognized the basic differences between hospital 
service plans and private insurance by the pas- 
sage of special “enabling acts,” each of which re- 
quires or permits the “member-hospitals” to sub- 
stitute their contractual guarantee of service to 
subscribers for the usual insurance requirements 
of cash reserves established or maintained by spe- 
cial deposit, sale of stock or assessments on pol- 
icyholders. It was felt that a group of hospitals 
constructed by the community should be permit- 
ted to guarantee service to a specific group in the 
community, inasmuch as this procedure reduced, 
rather than increased, the need for public sup- 
port. Many subscribers, by virtue of their mem- 
bership, are removed from the category of free or 
part-pay cases when hospitalized. 


The state regulatory bodies have established 
certain requirements as to working capital, rates 
to subscribers, and payments to hospitals, which 
protect the interests of subscribers, member-hos- 
pitals, and the general public. Additional self- 
imposed requirements by boards of trustees con- 
cerning administrative procedures and financial 
stability have usually exceeded those established 
by law. 


The public character of hospital service plans 
is most clearly demonstrated in those plans which 
furnish the subscriber with the minimum type of 
room accommodations that are consistent with 
adequate diagnosis and treatment. It is a prin- 
ciple of community planning that the public 
should aid in providing the basic elements neces- 
sary to the mental and physical health of the peo- 
ple. Additional benefits beyond those prescribed 
through such a publicly sponsored plan may log- 
ically become the responsibility of the individual 
wishing to enjoy them. 


The area of service to low-income groups has 
never been occupied by privately operated hos- 
pitals or by privately owned insurance companies. 
Services to the low-income group (individually 
and as a group) have always required a certain 
amount of philanthropy or tax support. 


Emphasis on Family Coverage 


Is it practical and equitable to charge the same 
rates for large as for small groups of employees? 
The answer rests upon the purpose to be achieved. 
It is well known that groups of male employees, 
who enroll in high percentages provide a better 
selection and a lower average utilization than 
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groups who are enrolled at low percentages and 
who include a high percentage of women. But the 
advantage is less real if the family rather than 
the employee is the unit of enrollment and pro- 
tection. Experience in hospital service plans has 
demonstrated that composition, rather than size, 
of the group determines the amount of utilization. 
The enrollment of families, rather than individ- 
uals, tends to bring the utilization among large 
and small groups to a common basis by equalizing 
the ratios between men and women, and between 
employed persons and dependents. 


From the actuarial point of view, the nonprofit 
plans would be able to offer special rates for male 
employees. But this procedure would discourage 
the enrollment of the employee’s dependents and 
would lack one important aspect of a community 
sponsored plan, namely, the capacity to reach a 
large percentage of the population. In my opin- 
ion, the best way to reach large numbers of per- 
sons is to provide uniformly low family-rates for 
the wage-earner of all employees, not to offer 
preferential individual rates for the wage-earners 
of a few employers. 


The family is the unit of personal income and 
the unit of personal expenditure. If hospital serv- 
ice is to be made available to the families of em- 
ployed workers, the charges must bear some rela- 
tion to the family’s total income, which does not, 
of course, tend to increase with the number of 
persons in the family. 


Any program of health service which is de- 
signed to reach a substantial portion of the em- 
ployed workers and their dependents must be 
planned for entire families rather than for select- 
ed individuals within, those families. To charge 
higher rates for large families is equivalent to 
ruling them out of participation in a hospital serv- 
ice program. The selection of individuals rather 
than families as a basis for enrollment and service 
automatically forces many dependents of low-in- 
come workers to receive care directly through 
philanthropic or tax funds. 


Hospital Plans and Government Programs 


Employed people can, as a group, pay for their 
necessities, if the payments are predictable for 
each individual. The law of averages must be 
applied if hospital care is included in the family 
budget, because the individual’s needs are not 
within his control. The need for public subsidy 
would be surprisingly small, if each employed 
person were given the opportunity to make pay- 
ments within his means. Probably subsidy for 
employed groups could be accomplished through 
voluntary contributions alone, leaving the govern- 
ment to concern itself solely with hospital service 
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for the indigent, the unemployed, and the perma- 
nently disabled. 


The adequacy of hospital service plans will be 
tested by the willingness and ability of employed 
workers and their families to make the regular 
contributions. Throughout the country as a 
whole, the population pays one per cent of the 
national income for hospitalization. Employed 
workers would undoubtedly be willing to budget 
as much as one per cent of the family income for 
hospitalization of themselves and their depen- 
dents. 

Summary and Conclusions 

Well administered nonprofit hospital service 
plans for the low-income groups may go far to 
answer the pressing demands for compulsory 
health insurance. Financial aid by governments 
for sickness costs of the indigent, unemployed and 
permanently disabled is necessary and desirable. 
But taxation should be a supplement rather than 
a substitute for self-help among the employed 
population. Hospital service plans assume public 
responsibility without the necessity of public com- 
pulsion; they exemplify private initiative with- 
out the objective of private gain; they encourage 
high standards of service and tend to preserve the 
value of private medical practice and hospitali- 
zation. 


The wider extension of nonprofit hospital serv- 
ice plans requires the development of rates for 
family coverage which are within the ability and 
willingness of low-income workers to budget for 
hospital care. The existing low-cost hospital serv- 
ice plans have been practical and have been self- 
sustaining to an even greater degree than semi- 
private plans. This has resulted from the in- 
sistence upon payroll deductions with attendent 
higher percentage of enrollment; also the fact 
that membership has been drawn from a different 
cultural level. 

Enrollment regulations should retain elements 
of safety which will permit the provision of the 
greatest amount of service to the greatest num- 
ber of people. Abuse of privileges can be pre- 
vented most equitably when enrollment is accom- 
plished, by such requirements as payroll deduc- 
tion and high percentages among employed groups 
and their families. An enrollment policy which 
reduces adverse selection among the subscribers 
will permit a hospital admission policy which re- 
duces adverse decisions among hospitalized cases. 


Individuals generally will not insure themselves 
against risks they otherwise do not bear. For 
example, many low-income workers are accus- 
tomed to free hospital and medical care in locai 
government hospitals. Even a low-cost hospital 
plan offers slight advantage to a low wage worker 
who might, in any event, receive both hos- 
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pital and medical care free or at less cost to him- 
self. The introduction of plans for the low-in- 
come groups must be accompanied by equitable 
adjustments in the admission policies and staff 
relations of the wards of voluntary and govern- 
ment hospitals. 


Hospital service plans become a form of social 
rather than private insurance to the extent that 
they emphasize service to the low income groups. 
The hospital service required by a low-wage 
worker or his family may exceed his ability to pay 
for such care; likewise, total subscriptions to a 
hospital service plan for such low-income groups 
might require philanthropic or public contribu- 
tions to meet the total costs of hospital care re- 
ceived. The monthly subscriptions would then 
merely provide an equitable distribution of part 
of the costs of hospital service, and the social 
character of hospital service plans would be more 
clearly defined. 


Private insurance is mainly concerned with the 
policyholders, to indemnify them for loss of prop- 
erty or income within the terms of the contract. 
The patient’s expenses beyond the indemnity are 
not a responsibility of the company, but they still 
rest upon the patient and the community. It 
would be unrealistic to expect private insurance 
companies to assume the community’s responsibil- 
ities. It is reasonable to expect them to conduct 
their business in a manner which places primary 
emphasis upon the interests of the stockholders 
and policyholders. 


The nature of health service makes its provi- 
sion ultimately a community responsibility, which 
can and should be discharged through the com- 
munity’s existing institutions, with a maximum 
of administrative skill, judgment, and experience. 


The community sponsorship of hospital service 
plans demands the greatest efficiency in. adminis- 
trative policies and procedures, and the guaran- 
tee of service by member hospitals requires sound 
judgment in the prediction and control of utiliza- 
tion. The obligation for good management is even. 
greater for a nonprofit plan than for a private 
business, because in the former the community 
places the resources irrevocably at the disposal of 
the board of trustees, whereas in private busi- 
ness the investors rely to some extent upon their 
own, judgment and their privilege of withdrawing 
funds if they do not appear to be adequately pro- 
tected. 


The hospital service plans are a challenge to 
the resourcefulness of the American people as a 
method of rendering a community service with- 
out political control. They combine in one venture 
the values of private leadership, philanthropic 
motives, and social responsibility. 
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Nurse Training — Streamlined 


WALTER S. GOODALE, M.D. 


primary objective of any institution de- 

signed for treating the sick is “care of the 
patient.” To attain this goal, hospital authori- 
ties have developed an organization comprising 
many diverse interests. Nursing is of paramount 
importance in service, representing a part of the 
warp and woof of hospital practice. 


N: one can dispute the statement that the 


Quoting from the booklet “Facts About Nurs- 
ing, 1939,” published by the American Nurses’ 
Association, it is evident that the 1930 United 
States Census listed 294,189 graduate and stu- 
dent nurses. In 1938, the total number of hos- 
pitals and sanatoriums and related institutions 
registered by the American Medical Association 
was 6,166. On January 1, 1939, there were 1,410 
nursing schools in the United States conducted 
by hospitals. Of these, 1,328 met the minimum 
requirements set by State Law, 80 were connected 
with colleges and universities offering a combined 
undergraduate program leading to a diploma in 
nursing and a degree, while 2 required a bac- 
calaureate degree for admission. 


As all nurse training must be carried on in hos- 
pitals, it is apparent that this huge army of nurses 
stemmed from only 1,410 of the 6,166 hospitals 
in the United States. In 1930, it required 77,000 
nurses to operate 6,166 hospitals and sanatoriums. 
Hence, the limited number of hospitals operating 
training schools were called upon to supply all 
of the nurses necessary to hospital operation, plus 
private duty and public health nurses as well. 
So far as the education of nurses is concerned, 
this means that 4,756 of the total 6,166 hospitals 
in the United States lead a parasitical existence. 
More institutions should qualify as training cen- 
ters for nurses. The secondary objective of all 
suitable hospitals ought to be “Education.” 


Need for More Nurses 


What with unemployment, hospital insurance 
and its related endeavor, group medical service, 
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hospital beds appear to be on the increase. Not- 
withstanding, the number of training schools for 
a five-year period has decreased, in spite of the 
fact that there has been a slight increase during 
this interval in the number of students graduated. 
Ignoring these facts, there is a constant effort on 
the part of some nurse leaders, even in the face 
of this enormous nurse demand, to reduce both 
the number of the training schools and the num- 
ber of graduates. 


Nurse Organizations 


A short description of the three major nurse or- 
ganizations is pertinent at this point. The big 
league, of course, is the American Nurses’ Asso- 
cition which requires of its neophytes only that 
they be registered according to the nursing laws 
of the state in which they reside. This body 
stands for organized nursing and now, as in the 
past, exemplifies and maintains the highest pro- 
fessional standards as promoted by its district 
and state components. Closely affiliated— 


; “are the National League of Nurs- 
ing Education and the National Organization 
for Public Health Nursing. Each of these 
draws its members from the nurses inter- 
ested in its special field. The members of the 
National League of Nursing Education, for 
instance, are first and foremost concerned 
with nursing education and administration. 
The membership of the National Organiza- 
tion for Public Health Nursing, while not ex- 
clusively professional in makeup, consists 
primarily of nurses active or interested in 
public health nursing. The League is an in- 
dependent and autonomous body, yet it also 
functions as the Department of Education of 
the American Nurses’ Association, and its 
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executive secretary acts as the educational 
secretary of the latter.” 


Among a great many other activities, the Na- 
tional Organization for Public Health Nursing 


“evaluates courses in Public Health Nursing 
and places its stamp of approval on those 
which meet its standards. It is closely asso- 
ciated with the American Nurses’ Associa- 
tion and with the National League of Nurs- 
ing Education. It cooperates with state de- 
partments of health and with all national 
agencies in the fields of health and social wel- 
fare.” 


All of the aforementioned quotations are taken 
from the pamphlet of the American Nurses’ Asso- 
ciation, 1937, entitled “Uursing and the Regis- 
tered Nurse.” 


These interlocking organizations illustrate the 
method by which comparatively few may attain 
a permanent hold on the many. While member- 
ship in the National Organization for Public 
Health Nursing is open to certain laymen inter- 
ested in public health, it is controlled in the last 
analysis by public health nurses who have been 
pressed in a mould cast by the founders of the 
parent organization. 


The National League of Nursing Education is 
even more exclusive as membership in this organ- 
ization is confined to directors of nursing, nurse 
executives, instructors, and certain supervisors. 
Ordinary floor and private nurses may become 
Associate Members only without vote. This or- 
ganization also is an affiliate of the American 
Nurses’ Association. 


In any criticisms advanced in this paper there 
is no intent whatever to detract from the splen- 
did work which local branches of these organiza- 
tions have accomplished, or stint the credit which 
is due for their part in attempts to raise nurse 
standards generally. 


There is another organization, which while 
made up of training schools for nurses and not 
individual nurses, still occupies a powerful inside 
position favorable to the advancement of its bu- 
reaucratic ideas regarding nurse education. This 
is the Association of Collegiate Schools of Nurs- 
ing. Member schools are invariably headed by 
nurse leaders in strong influential position in the 
National League of Nursing Education. This 
makes it an invisible but important factor in the 
interlocking groups previously mentioned. The 
collegiate schools of nursing number approxi- 
mately 35, about one-half of which are Active and 
the other half Associates. In addition, the organ- 
ization includes about 35 schools which trail along 
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without official status because they lack certain 
Association requirements and courses which they 
give in affiliation with universities do not entail 
a mandatory degree. 


Thus, we have really three groups closely con- 
nected with the American Nurses’ Association, 
which constitute a Sanctum Sanctorum to which 
only recently the University of Chicago School of 
Nursing has been admitted. 


The individuals who seek to bend nurse train- 
ing schools and nurses to their will have been at 
work many years. And they have been going 
places. This is attested by the fact that on Janu- 
ary 20, 1940, Announcement No. U55 of the 
United States Civil Service Commission, describ- 
ing the requirements for an examination cover- 
ing public health nurses on Indian reservations, 
contains the following paragraph: 


“Special Training: Applicants must have 
completed a full special course in public 
health nursing, extending over at least one 
academic year, at a college or university giv- 
ing a public health course approved by the 
National Organization for Public Health 
Nursing, or must have obtained a bachelor’s 
degree with major study in public health 
nursing in a college or university giving a 
public health course approved by the National 
Organization for Public Health Nursing.” 
This is only one of the numerous similar ac- 
complishments of the latter organization. 


The women who for years have charted the 
course of this nurse confederation hold steadfast 
to the faith. Their creed is, in substance, as pub- 
licly avowed, that— 


“all nurse education shall follow the same 
pattern from which there is to be no devia- 
tion, namely—two years of college or its 
equivalent as a preparation for admission to a 
school of nursing. All teaching, excepting the 
clinical fields, but including the basic sciences, 
shall be done by nurses. Only curricula en- 
dorsed by the National League of Nursing 
Education shall be followed. Each training 
school director to be independent of the su- 
perintendent of the hospital conducting the 
school, and to have a place on the board of 
trustees. A separate operating budget must 
be provided annually and controlled exclu- 
sively by the director of the school of nurs- 
ing. University connection and operation is 
most desirable. Patients in hospitals conduct- 
ing training schools shall be cared for by 
graduate nurses primarily. Pupil nurses re- 
quired to do only such nursing as may be nec- 
essary for educational purposes.” 
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Educational Requirements of the Student Nurse 


An ordinary high school education, according 
to the views expressed by some at the recent nurse 
convocation in Philadelphia, no longer furnishes a 
safe background for the country girl who aspires 
to follow in the footsteps of Florence Nightingale. 
She ought perforce spend two years enjoying life 
to the full while breathing the rarefied air of the 
campus. The old reliable apprentice system must 
be tossed overboard, and instruction concerning 
the care of a sick person’s mind and body shall, 
to a large degree, be a matter of organized in- 
struction. 


Subsidiary Worker 

Let us not delude ourselves with the thought 
that the advocates of these views are concerned 
only regarding the upper branches of nurse educa- 
tion. They aspire also to keep control, from top 
to bottom, of all workers having to do with pa- 
tient care. Witness a recent pamphlet published 
by a Joint Committee of the American Nurses’ 
Association, the National League of Nursing Edu- 
cation, and the National Organization for Public 
Health Nursing entitled “Subsidiary Workers in 
the Care of the Sick,” a highbrow synonym for 
“Practical Nurse.” This consists of fifteen pages 
of closely printed small size type matter. It goes 
into minute detail regarding the education and 
training of subsidiary workers, which means that 
what we formerly knew as practical nurses, at- 
tendants, trained attendants, licensed attendants, 
licensed undergraduate nurses, licensed practical 
nurses, nurse aides, nursing aides, ward helpers, 
or orderlies shall now masquerade under a high- 
sounding title. Truly, a rose under another name 
smells just as sweet. The instructions for the 
training of subsidiary workers and their duties as 
set forth in this recent pamphlet are most ex- 
plicit. Let us consider the following excerpt taken 
from page 11, under the caption “The services of 
subsidiary workers include,” paragraph three, 
subdivision 4, entitled “Night Care”: 


“Give bed pan (cleanse afterward), give 
back rub, smooth sheets, adjust pillows, ad- 
just windows and shades, give extra blanket 
(if necessary), extinguish lights as indi- 
cated.” 


Nothing is said about “blowing out the gas,” 
or the inadvisability of starting the kitchen fire 
with kerosene. | 


For further light regarding the hopes, aims, 
and ambitions of the humble worker now known 
as a “Subsidiary,” let us turn to page 10 of this 
same pamphlet, paragraph 2, entitled “Duties”: 
“The following is a tentatively suggested list of 
duties for subsidiary workers in home where ill- 
ness necessitates their employment: 
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“A. Home Management: 

This may include assistance to the 
mother or housekeeper; direct charge of 
the home during illness in the absence of 
the mother; or teaching other members 
of the family—such as the daughter or 
the son of suitable age, the husband, or 
a relative or friend—to assume at least 
partial responsibility for the care of the 
home.” 


With maidenly modesty, the authors have re- 


frained from indicating the psychological moment © 


when the son shall have reached “suitable age.” 


If a subsidiary worker capable of carrying out 
this program can be developed from a raw re- 
cruit who has managed to climb the educational 
barriers erected by the average grade school, and 
following which has successfully completed a one 
year course of training, then “hats off” to the 
authors of the aforementioned pamphlet. 


This pedagogical experiment, if successful, 
should alter both the body politic and the body 
economic of the United States within a short 
span of years. To the speaker it brings back 
memories of an old advertisement noted in the 
classified ad columns of a newspaper, namely: 
“Help Wanted. A hired girl, thoroughly familiar 
with housework. Must be able to speak, read, 
and write German, and take care of horses.” 


The authors apparently hold that in 1940 the 
interests of the public will best be protected if 
persons hired to give the services described are 
licensed, dubbed “Subsidiary Workers in the Care 
of the Sick” and then placed between the thumb 
of the National League of Nursing Education and 
the forefinger of the National Organization for 
Public Health Nursing. At least, this concept has 
been legalized in ten different states of the Union. 


Nurse Training School Accreditation 


Now that the practical nurse has been properly 
located, licensed, and labeled, some of the leaders 
in the National League of Nursing Education pro- 
pose to engage in the higher art of “nurse train- 
ing school accreditation.” Hospitals throughout 
the country have been circularized and therewith 
informed, that for a fee of $250 covering the cost 
of inspection to determine the fitness for accredi- 
tation, providing the inspection does not require 
more than three days, and $50 for each additional 
day necessary for the inspection, a given training 
school for nurses may or may not be accredited. 
No money refunded. If accepted, there will be an 
annual fee thereafter of $35. In other words, 
this is just one more method of “control from 
within.” And with all the finesse of the accom- 
plished bureaucrat, the League proposes to pub- 
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lish each year a list of accredited schools, thereby 
establishing a sort of negative black list. A judg- 
ment proof procedure. Down South this is called 
“backing the mule into the stall.” 


The aim and purpose, of course, of accredita- 
tion is eventually to bring all schools for nursing 
in the United States into line and reconstruct each 
one to the old tried and true pattern already re- 
ferred to. 


The Journal of the American Hospital Associa- 
tion, February 1940, page 78, printed an editorial 
entitled “Accreditation of Nursing Schools.” This 
should be read by everyone interested in the sub- 
ject. It is a courageous, sensible, and decent pro- 
nouncement and a well merited rebuke addressed 
to those responsible for the promotion of the 
scheme. 


Source of Supply of the Student Nurse 


Why not forget all this folderol about nurse 
training that has been churned up during the last 
twenty-five to thirty years by a few insiders, and 
start out on a new track. Let us emphasize the 
point that the first objective of a hospital is “Care 
of the Patient.” Why set up training schools so 
that they will be accessible primarily to those 
more fortunate individuals who can study nurs- 
ing in a collegiate atmosphere and aspire to a 
degree, do a modicum of hard work, and when so 
inclined prescribe horseback riding for themselves 
P. R. N.? Undoubtedly, some 75 to 80 per cent 
of all pupils in the nurse training schools of the 
United States come either from small towns or 
farm homes. At least 95 per cent are the 
butcher’s, the baker’s, and the candlestick maker’s 
daughters. Few, if any, of the rich men’s 
progeny have a flair for the day-in and day-out 
drudgery that goes to make up the bulk of bed- 
side nursing care in the United States furnished 
for the middle and lower bracket classes. It is the 
individuals in the latter group who suffer most 
because of the autocratic, exclusive, and fantastic 
notions which these higher-ups would inject into 
nurse training. 


At least one-half of all nurse pupils marry 
within five years after graduation. There is a 
constant need for new nurses and then more 
nurses. The public is entitled to nursing service 
built up ona sensible, reasonably priced basis. 
Let us have a care before we open the doors of 
our hospitals to the two year college preliminary 


» requirement and this thing many times misnamed 


“academic freedom,” because it is not synono- 
mous with American freedom. Any physically 
active girl of sound mind and body with a high 
school training is admirably equipped to profit 
by nurse education. Certainly there can be no 
better preparation for wifehood. 


July, 1940 


Need for Nursing Schools of Various Types 


There is plenty of room for schools of various 
types. A majority of the schools should be made 
available to average American girls who look 
upon nursing as a vocation. A few can profit- 
ably cater to the young women who desire to ap- 
proach nursing as a profession. If some schools 
feel the need of more than a high school diploma 
as a preadmission requirement, what difference 
does it make whether this extra added academic 
learning comes before, during, or after the profes- 
sional course? Why not give each a trial? There 
are many of us, experienced in nurse training 
school management, who believe that hand work 
and book work should travel along together. Cer- 
tainly it is desirable to set up the three year pro- 
fessional nurse course on a collegiate basis. In 
such instances, teachers should have a practical 
working knowledge of the subjects which they 
expound, and the curriculum ought to represent 
a cooperative effort of the university and the hos- 
pital. If the Registered Nurse voluntarily chooses 
to carry on after completing her professional edu- 
cation and acquire a degree, well and good. 


State Boards of Nurse Examiners 


Lastly, in the name of progress and enlighten- 
ment, shake loose the hold of the advanced groups 
who have made nurse education what it is today 
and turn the necessary regulation and control of 
this activity, including minimum standards for 
the protection of the public, over to the various 
State Boards of Nurse Examiners who should be 
amply qualified by education and experience, and 
authorized by law, to conduct the same without 
interference from interested outsiders. Further- 
more, such Boards are a part and parcel of state 
governmental machinery and, therefore, under the 
control of those who foot the bills, namely—all 
the people. Streamline the American Nurses’ As- 
sociation and pattern it after the American Med- 
ical Association. Copy the latter’s democratic 
form of government, plus its freedom from out- 
side domination. By some such method as this, 
we shall be able to enjoy decent, competent, ade- 
quate nursing service for the average man and 
woman at a fair price and open up a necessary 
field of employment to the intelligent young 
woman of modest means and opportunities. 

This would not entail a sacrifice of ideals. Un- 
der such a plan, girls may acquire a vocation as 
well as a profession, and advancement education- 
ally and socially need be limited only by their 
will to work and mental capacity to develop. Even 
though a nurse spends her entire training period 
in a large tax-supported hospital caring for pa- 
tients drawn almost exclusively from the ranks 
of the indigent and the unemployed, she still may 
exemplify all the social graces and the finest at- 
tributes of good citizenship. 
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Hospitals of Greater Boston 


FREDERIC A. WASHBURN, M.D. 


of arrangements for the American Hos- 

pital Association convention, to be held in 
Boston during the week of September 16, 1940, 
the writer is attempting in this article to point 
out some of the items of interest to be seen in 
Boston hospitals. 


f T the request of the committee in charge 


Boston has four great hospital centers: That 
in the neighborhood of the Harvard Medical 
School, which consists of the Peter Bent Brigham 
Hospital, the Children’s Hospital, the Boston 
Lying-In Hospital, the Beth Israel Hospital, and 
the House of the Good Samaritan; that of the 
Massachusetts General Hospital, and the Massa- 
chusetts Eye and Ear Infirmary; that of the Bos- 
ton City Hospital, the Massachusetts Memorial 
Hospitals, and the Medical School of Boston Uni- 
versity; and the New England Medical Center, 
consisting of the Tufts Medical School, the Boston 
Dispensary, the Joseph H. Pratt Diagnostic Hos- 
pital and the Boston Floating Hospital. Boston’s 
other hospitals are scattered. 


Federal Hospitals 
United States Marine Hospital 


The United States Marine Hospital, Port of 
Boston, is the oldest hospital in Massachusetts 
and, at the same time, the one with the newest 
hospital plant. In 1791 the Boston Marine So- 
ciety sponsored the plan for a marine hospital 
and obtained the approval of Congress. It is in- 
teresting to note that the major part of the ex- 
pense of maintaining this hospital was collected 
from the seamen by the masters or owners of 
vessels, and paid to the Collector of Customs at 
the rate of 20 per cent per month for each sea- 
man—a very early form of compulsory sickness 
and accident insurance administered by the Gov- 
ernment. The rate was later increased to 40 per 
cent, but after 1884 only tonnage taxes were 
levied and in 1907 they were abandoned. The 
expense has been met since that time by annual 
appropriations of Congress. Until 1939, the 
Marine Hospital, in common with other hospitals 
of the United States Public Health Service, was 
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administered under the direction of the Secre- 
tary of the Treasury. It is now under the Fed- 
eral Security Agency. The new hospital is of 
interest as an example of an entirely new hos- 
pital plant built by the Federal Government. 


The early Marine Hospital, together with the 
Boston Almshouse, furnished the only clinical op- 
portunities in Boston for students of the Harvard 
Medical School until 1821, when the Massachu- 
setts General Hospital was opened. Distinguished 
Boston physicians served in charge of the Marine 
Hospital during the early days; in later times the 
medical staff has been supplied from the person- 
nel of the United States Public Health Service. 
Persons eligible for treatment include merchant 
seamen, officers and enlisted men in the United 
States Coast Guard, and certain other officers and 
employees of the Federal Government. 


In June, 1940, the Marine Hospital moved from 
its present location in Chelsea to new buildings 
on Warren Street, near Commonwealth Avenue in 
the Brighton district of Boston. The new site is 
of approximately twenty-five acres, and eleven 
buildings will be occupied. The hospital, an eight- 
story structure, will have beds for 336 patients. 


United States Naval Hospital 


The United States Naval Hospital is an effective 
plant of 335 beds, which, as its name implies, is 
chiefly for naval personnel. The hospital is situ- 
ated in Chelsea, and has recently undergone mod- 
ernization in certain departments. 


Veterans’ Administration 


The Veterans’ Administration conducts a hos- 
pital in Bedford, sixteen miles from Boston. This 
hospital is twelve years old and has as patients 
about 1,500 veterans of the World War. These 
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are patients afflicted with mental illness necessi- 
tating hospital care. They and the personnel are 
very comfortably housed. Members of the Asso- 
ciation who are especially interested in physio- 
therapy and occupational therapy, facilities for 
lectures, pictures, and other forms of recreation, 
occupation and exercise may well visit this in- 
stitution. 


General Hospitals 


Massachusetts General Hospital 


The Massachusetts General Hospital, first pri- 
vate hospital in Massachusetts, is the third oldest 
in the United States. It has two main divisions, 
the General Hospital in Boston, and the McLean 
Hospital for the insane in Waverley, a suburb of 
Boston. In the same city block with the General 
Hospital is the Massachusetts Eye and Ear In- 
firmary, a separate corporation but administered 
by the same director and having its out-patient 
department in common with that of the General 
Hospital. The Infirmary will be mentioned again 
among the special hospitals of Boston, and the 
McLean Hospital among those for the insane. The 
Massachusetts General Hospital is entirely inde- 
pendent of but works in close cooperation and har- 
mony with the Harvard Medical School, whose 
students and graduates receive a large share of 
their clinical instruction and experience at this 
hospital. 


In visiting the Massachusetts General Hospital, 
there is something to be observed in the physical 
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plant; there is a good deal more to be studied in 
the development of ideas and contributions to hos- 
pital progress. The General Hospital meets the 
needs of all classes in the community. It has 439 
beds for the poor (those able to pay for hospital- 
ization but not for medical care, and those unable 
to pay for either). The Bulfinch Building, the 
original hospital and the product of the genius of 
the great architect Charles Bulfinch, has been 
used since 1821 for the care of patients. It is an 
example of how a building, initially well-planned, 
may, by comparatively slight alterations, be made 
to serve its purposes for many years. The wings 
were added in 1846; it was made fireproof, and 
additions were developed in the rear in the 1920’s. 
It is again undergoing slight interior alterations 
to adapt it to the latest requirements. 


One object of interest in the Bulfinch Building 
is the old operating room in the dome, now used 
for clinics, staff meetings, and as a museum. When 
you first enter it, you will see the following in- 
scription: 


On October 16, 1846, in this room, then the 
operating theatre of the hospital, was given 
the first public demonstration of anesthesia 
to the extent of producing insensibility to 
pain during a serious surgical operation. 
Sulphuric ether was administered by William 
Thomas Green Morton, a Boston dentist. The 
patient was Gilbert Abbott. The operation 
was the removal of a tumor under the jaw. 





Left: George Robert White Memorial Building; Right: Bulfinch Building (showing Ether Dome), 
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Baker Memorial Building 
Massachusetts General Hospital 


The surgeon was John Collins Warren. The 
patient declared that he had felt no pain dur- 
ing the operation and was discharged well 
December 7. Knowledge of this discovery 
spread from this room throughout the civil- 
ized world and a new era for surgery began. 


This inscription was worded carefully by Presi- 
dent Eliot of Harvard and Dr. Walcott, Chairman 
of the Hospital Trustees, to tell the story truly 
and adequately in a few words. From that dem- 
onstration came the great blessing to the human 
race of the death of pain in surgery. This room 
should be a Mecca for all hospital people and med- 
ical men who come to Boston. 


The White Memorial Building, opened in 1939, 
completes the transformation of the hospital from 
one-story pavilion wards by this eleven-story 
building of today. Here are brought together in 
a central unit many scattered facilities that had 
developed as best they could in the 120 years of 
the hospital’s existence. The White Building 
houses patients of all branches of the surgical 
department of the General Hospital, together with 
its main operating rooms, the x-ray plant, amphi- 
theatres and rooms for teaching offices of the full- 
time staff, and routine and research laboratories. 
It contains a new main entrance to the hospital, 
with the administrative offices on the first floor, 
and in the basement kitchens and dining rooms. 
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This building is one of the latest examples of 
modern hospital construction. 


The out-patient department cares for an aver- 
age of 1,073 patients per day, at a nominal charge 
if the patient is able to pay it. Its present build- 
ing was opened in 1903. At that time it seemed 
very large for its purposes, but since then there 
has been an addition, the Connecting Building, and 
it is crowded to capacity. It cares for out-patients 
of the General Hospital and of the Massachusetts 
Eye and Ear Infirmary. 


The Phillips House, a private ward of the hos- 
pital, with 101 beds, cares for the well-to-do (those 
able to pay something more than cost to the hos- 
pital and to pay their physician an adequate fee). 
Although this building was opened in 1917, few 
changes would be indicated in its replacement. It 
may be studied advantageously by those inter- 
ested in such hospital construction. 


The Baker Memorial is the hospital unit for 
people of moderate means. It is an eleven-story 
fireproof structure opened in 1930, with accom- 
modations for 330 patients in single rooms, two- 
and four-bed wards and two nine-bed wards, with 
operating rooms, x-ray and clinical laboratories, 
offices, and waiting rooms. It has its own kitchen, 
which also serves the Phillips House. In construc- 
tion it offers an example of the utilization of every 
foot of space to provide facilities for the adequate 
care of patients, and in its successful adminis- 
tration has demonstrated that, when rightly 
planned and conducted, such a unit can pay its 
maintenance cost—granted that the building is 
given an interest on the investment and depre- 
ciation not charged. The Baker Memorial plan 
was developed for the benefit of people neither 
rich nor poor, who, before its inauguration, were 
getting inadequate opportunities for hospitaliza- 
tion. Only patients of moderate financial status 
are admitted. Consideration is given to the size 
of the patient’s income and its source as from in- 
vested funds or salary, his or her obligations, the 
number of dependents, children to be educated, 
the nature of the illness, and many other factors. 
It is found that patients are entirely willing to 
lay their cards on the table in a confidential inter- 
view with the admitting office. They pay for 
their hospitalization and a regulated fee to their 
physician. The codperation of the professional 
staff of the hospital in voluntarily limiting their 
fees to a figure these patients can pay, and the 
approximate amount of which they may learn be- 
fore their admission, has been a great factor in 
the success of the project. 


There are other buildings that deserve mention. 
The Laboratory of Pathology was opened in 1896; 
the amphitheater and morgue connected with it, a 
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more ancient building, was modernized in 1930. 
These buildings show early appreciation of the 
importance of study and investigation in path- 
ology and bacteriology. The Moseley Memorial 
Building, until recently the administration build- 
ing of the hospital, is undergoing changes at pres- 
ent. It contains quarters for house officers and 
the resident staff, the Treadwell Library (the 
medical library of the hospital), dressing and rest 
rooms for employees, and various offices connected 
with the administration. Two nurses’ residences 
are also included in the hospital area. 


As to ideas and demonstrations in medical, sur- 
gical, and hospital progress, a number have 
emanated from the Massachusetts General Hos- 
pital. Its most important contribution, the first 
public demonstration of anesthesia, has been men- 
tioned, and also its more recent demonstration of 
a hospital for people of moderate means. In this 
hospital, Dr. Reginald H. Fitz made the studies 
from which came an original contribution, the 
description of the lesions in appendicitis. Dr. 
Richard C. Cabot here first demonstrated medical 
social service, which has spread to all the hos- 
pitals of the world. The system of special assign- 
ments in surgery, which has made possible much 
of our modern progress in that art, was developed 
here; the follow-up of patients and the systematic 
study of end results is another contribution— 
these were initiated by Dr. E. A. Codman, of the 
hospital staff. It was in this hospital that Dr. 
George Minot’s thoughts were first turned toward 
the causes of pernicious anemia; these, after 
further study in other hospitals, developed into 
his great contribution of the cure and ameliora- 
tion of that disease. The Massachusetts General 
Hospital, with its highly trained staff, its labora- 
tories, and its special facilities for treatment is 
looked to by all New England for help when medi- 
cal and surgical problems that cannot be cared 
for locally, present themselves. 





Mallory Institute of Pathology, 
Boston City Hospital 
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Dowling Building, Boston City Hospital 


Boston City Hospital 


The Boston City Hospital is, as its name im- 
plies, a municipal institution. Founded in the 
early 60’s of the last century, from a small be- 
ginning it has grown to a tremendous organiza- 
tion. It now has some 2,000 beds in its main de- 
partment, 300 beds in the south department for 
contagious diseases, and 625 beds in the sana- 
torium division at Mattapan, its division for the 
treatment of patients with tuberculosis. 


The hospital has a number of new and up-to- 
date buildings. The Mallory Institute of Pathology 
has recently replaced the older laboratory, which 
had done duty since 1895. It provides adequate 
facilities for the whole hospital, and as a modern 
example of what such a laboratory structure 
should be, will well repay the careful study of 
hospital administrators. 


The most recent construction is the Dowling 
Building, ten stories and fireproof, which is used 
exclusively for surgical work and accommodates 
300 patients. There are twenty operating rooms 
in this unit, with all modern improvements and 
conveniences, and the Cheever Amphitheater, used 
for lectures and clinical meetings, seats 300 stu- 
dents. This building is named after the late Dr. 
John J. Dowling, medical director of the Boston 
City Hospital and for many years a valued mem- 
ber of the American Hospital Association. 


Many other new and fine structures at this in- 
stitution might be mentioned: the out-patient 
building, the administration and ward buildings 
and others. The building for the housing of med- 
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ical residents and interns contains facilities for 
recreation, including excellent squash-ball courts. 


The Boston City Hospital is allied for medical 
teaching with the Harvard and the Tufts Medical 
Schools, and that of Boston University. Its stand- 
ards of work are high—the clinical work, the sci- 
entific work, and the investigative work. The 
Thorndike Memorial Laboratory, in which is done 
much teaching and investigation, is an outstand- 
ingly valuable part of the hospital, headed by men 
of international reputation. It has been produc- 
tive of important discoveries. 


This is a modern hospital of high grade, the 
largest acute general hospital in New England. 
Its division in Mattapan, the Boston Sanatorium, 
will repay the inspection of those interested in 
the care of: patients with tuberculosis. 


Peter Bent Brigham Hospital 


The Peter Bent Brigham Hospital, of 250 beds, 
is adjacent to the Harvard Medical School, and 
is closely allied with it. The man who built the 
hospital, and its first superintendent, was Dr. 
Herbert B. Howard, a former president of the 
American Hospital Association, who in 1908 re- 
signed as director of the Massachusetts General 
Hospital for that purpose. The hospital was 
opened in 1913. The hospital buildings were 
erected on the pavilion plan—perhaps one of the 
last of metropolitan hospitals of that type of con- 
struction. The wards are convenient, with easy 
access for patients on their beds to verandas and 
the out-of-doors, near to the grass and flowers. 


Members of the Association will be interested 
in the work done in this institution in the prep- 
aration of parenteral solutions by hospitals, the 
development of the instrument washer and ster- 
ilizer, and the electrically controlled locking de- 
vice for autoclaves. This hospital, in its short 
history, has made a distinguished name for itself 
through the high quality of the work done within 
its walls in medical education, the care of the 
patient, research into the causes of disease, and 
its contribution toward the advancement of sur- 
gery, particularly brain surgery, and in medicine, 
especially the studies leading to the cure of per- 
nicious anaemia. Its highly-trained graduates are 
to be found in important teaching positions 
throughout the country. 


Massachusetts Memorial Hospitals 


The Massachuetts Memorial Hospitals, at 750 
Harrison Avenue in Boston, is about to complete 
its seventieth year of uninterrupted service. It 
was opened for the reception of patients in 1870, 
under the name of Massachusetts Homeopathic 
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Hospital. In 1929 this name was changed to Mas- 
sachusetts Memorial Hospitals, a title chosen be- 
cause the hospital is made up of a group of me- 
morial units. 


The main hospital provides accommodations 
for medical, surgical, and obstetrical patients. 
The Evans Memorial, in an adjacent building, 
houses the department of clinical research and 
preventive medicine. The Haynes Memorial is in 
Brighton, about four miles distant from the main 
group, and cares for patients ill with diseases 
dangerous to the public health. In all, the hos- 
pital has 391 beds. The hospital contemplates 
the immediate construction of a new Evans me- 
morial building, which will increase the capacity 
of the hospital to 410 beds and will add materially 
to the opportunities for clinical research. It is 
expected that this building and a new power plant 
will be completed and occupied during 1941. 


The hospital since its inception has been closely 
affiliated with the Boston University School of 
Medicine. At the Haynes Memorial its hospital for 
contagious diseases, students of the Harvard Med- 
ical School and the Harvard School of Public 
Health receive clinical instruction. The staff have 
contributed to medical knowledge a better under- 
standing of disorders of the endocrine glands and 
of human infertility. The first case of eastern 
strain equine encephalitis in human beings was 
reported from this hospital. It has made original 
contributions to methods of caring for the new- 
born. 


Hospital administrators will be interested in 
the budget system to determine eligibility for 
admission to the out-patient department, to de- 
cide the amount part-pay ward patients should be 
charged, and what payments patients should be 
expected to pay after discharge. They will also 
find in the more recent buildings many improve- 
ments and original devices of hospital construc- 
tion worked out by the hospital’s ingenious 
director. 


Beth Israel Hospital 


The Beth Israel Hospital is a private general 
hospital of 215 beds, about one-half of which are 
for ward occupancy. The present plant—a nine- 
story main building, an out-patient building, and 
a nurses’ residence—was opened for the care of 
patients in 1928. This is an Active teaching hos- 
pital, used by the Harvard and Tufts Medical 
Schools. It is a complete modern plant with many 
features worthy of study. 


New England Medical Center 


The New England Medical Center comprises 
three units, situated on Bennet Street in Boston: 
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Joseph H. Pratt 
Diagnostic Hospital 


The Boston Dispensary, the Joseph H. Pratt Diag- 
nostic Hospital, and the Boston Floating Hospital. 
The Boston Dispensary consists of a building con- 
taining a well established and effective out-patient 
department; it also has a corps of physicians who 
visit the sick poor in their homes. This last is 
called the District Service. The Boston Dispensary 
is the oldest private medical charity in Boston. 
It began its work in 1796 by visiting the sick poor 
in their homes. 


Joseph H. Pratt Diagnostic Hospital 


The Joseph H. Pratt Diagnostic Hospital is a 62- 
bed modern hospital, constructed in 1938. It was 
built and is supported by the Bingham Associates 
Fund, and presents a unique scheme to aid the 
physicians of New England in their diagnostic 
problems. It also carries out a program of edu- 
cation of graduate physicians, and assists and 
supervises laboratory work in outlying hospitals. 
It further helps these hospitals by furnishing 
speakers for their clinical meetings and instruc- 
tion to their staffs. The hospital building is well 
planned, and a study of the activities here con- 
ducted will be of interest to visitors. 


For 33 years previous to 1927, a steamer carry- 
ing the Boston Floating Hospital made daily trips 
cown the harbor in the summertime. Its patients 
were sick children of Boston. In 1927, the ship 
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was burned at the dock, and after careful study 
it was decided that the money required to main- 
tain it could better be used to conduct an all-year- 
round hospital on the land. It now supports a 
50-bed hospital for infants and children. This, 
like the other units of the Medical Center, is af- 
filiated with Tufts Medical School. 


Carney Hospital 


The Carney Hospital, situated in South Boston 
on Dorchester Heights, is an effective general 
hospital, supported and managed as a Catholic 
charity. Two years ago it celebrated its Diamond 
Jubilee. The number of beds provided is 186. 


St. Elizabeth’s Hospital 


St. Elizabeth’s Hospital has 250 beds for adults. 
Situated in Brighton, a part of Boston, this is the 
second largest Catholic hospital in Massachusetts 
(the largest being in Springfield). It was estab- 
lished in 1868 in a small house in the South End 
district of Boston. St. Elizabeth’s is now beau- 
tifully located on a hillside of about eight acres. 
It occupies six buildings, owned and operated un- 
der the direction of the Catholic Archdiocese of 
Boston, and is staffed by the Sisters of St. Francis. 
The private pavilion, called the Cardinal O’Connell 
House, is worthy of a visit. It contains the oper- 
ating suite, the central kitchen, and three floors 
for the accommodation of private patients. 
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This hospital is doing a good and effective job 
in caring for the sick. It is interesting to note 
that the entire obstetrical service, including the 
maternity floor of the private pavilion, is avail- 
able at a flat-rate basis. St. Elizabeth’s is a pro- 
gressive, modern hospital, representing fairly the 
achievements of Catholic hospitals throughout 
the country. 


New England Baptist Hospital 


The New England Baptist Hospital, on Parker 
Hill in Boston, is a general hospital of 250 beds. 
The Converse House, opened in 1937, containing 
private rooms, x-ray department, and operating 
rooms, is a creditable modern building worth 
visiting. 


New England Hospital for Women and Children 


The New England Hospital for Women and 
Children was founded in 1862 by a woman physi- 
cian to provide for women the medical aid of com- 
petent physicians of their own sex and to assist 
educated women in the practice of medicine. The 
hospital is staffed entirely by women, with the 
exception of members of the courtesy and con- 
sultant staffs. It is a general hospital, of 185 
beds, for acute diseases. Almost all of the build- 
ings are old, but they have been remodeled to keep 
abreast of requirements in medicine. The hos- 
pital takes an especial interest in the instruction 
of fathers and mothers in the care of their 
children. 


New England Deaconess Hospital 


The New England Deaconess Hospital, contain- 
ing 315 beds, has two divisions besides its gen- 
eral hospital. The Palmer Memorial, for the care 
and treatment of cancer and chronic disease, holds 
daily clinics for all forms of cancer and provides 
beds for patients suffering from this disease. Fa- 
cilities for high voltage x-ray therapy and the use 
of radium are of special interest. Its third unit 
is the Baker Clinic for the care and study of 
diabetes. 


Hospitals for Special Diseases 
Massachusetts Eye and Ear Infirmary 


The Massachusetts Eye and Ear Infirmary was 
founded in 1824, and is the second oldest institu- 
tion of its kind in America. The present build- 
ing was erected in 1899, on the same city block 
with the Massachusetts General Hospital, and 
until 1915 its services were conducted indepen- 
dently of its next-door neighbor. In that year its 
Board of Managers made the Director of the Mas- 
sachusetts General Hospital the chief adminis- 
trative officer of the Massachusetts Eye and Ear 
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Infirmary as well, although the two institutions 
remain separate corporations. In 1927 the so- 
called Connecting Building was erected. This 
joined the out-patient department of the Hospital 
with that of the Infirmary, and since then the 
two have functioned as one. This was greatly 
to the benefit of the patients and to the simpli- 
fication and economy of management. 


The Infirmary is closely connected for teaching 
purposes with the Harvard Medical School, and 
houses the Howe Laboratory of Ophthalmology 
for research in that subject. This is managed by 
the Medical School and the Infirmary. Its other 
laboratories are well planned and do effective 
work. The x-ray department, with its facilities 
for aiding in bronchoscopy and its excellent work 
in radiography, particularly of the skull and its 
contents and. of the chest, is outstanding. The 
professional staffs of the two institutions com- 
bine to serve both. The Infirmary has 231 beds, 
and cares mainly for patients with diseases of the 
eye, the ear, the nose and throat. 


Boston Lying-In Hospital 


The Boston Lying-In Hospital, although it 
opened its doors in 1832, has not maintained a 
continuous existence. In 1872 it made a fresh 
start, after an interim of sixteen years, in a build- 
ing on McLean Street in Boston. In 1923 money 
was raised for a modern hospital building, and 
the present one, of 150 beds, was erected on Long- 
wood Avenue, in close relation with the Harvard 
Medical School. On three sides of a quadrangle 
appear the main building, the Richardson House 
for private patients, and the nurses’ residence. 
The hospital has an interesting, air-conditioned 
nursery for premature children, and the Directory 
for Mothers’ Milk has its headquarters here. This 
hospital maintains an effective obstetrical service 
to the community. It has a very valuable resident 
and intern service, open to graduates of Class 
A medical schools who have served acceptable 
medical interneships. It is also very useful to 
other hospitals in that it maintains an affiliated 
training school for student nurses, from which 
the training schools of nine general hospitals 
benefit. 


Children’s Hospital 


The Children’s Hospital (283 beds) is situated 
on Longwood Avenue, in the group of hospitals 
surrounding the Harvard Medical School. Opened 
for patients in 1869 in a house in the South End 
of Boston, it moved to Huntington Avenue, to its 
first building erected especially for hospital pur- 
poses, in 1882. In 1914 its present buildings were 
occupied, and in 1931 its building program was 
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completed. It has absorbed the Infants’ Hospital, 
and, through its Ladies’ Aid Association, main- 
tains a convalescent home for children at Welles- 
ley Hills. This has 93 beds. 


One of the very earliest of children’s hospitals 
in America, its successful development epitomizes 
the history of separate hospitals for children. The 
present plant well warrants the attention of hos- 
pital administrators. The Baden Building for the 
care and study of patients suffering from neuro- 
logical lesions, with its facilities for physiother- 
apy and its bathing pool, is of great interest. 


The Children’s Hospital is associated with the 
development of orthopedic surgery in America. 
The graduates of its resident and intern staff oc- 
cupy important positions in leading medical 
schools and hospitals throughout the country. 
During the World War, members of the staff and 
graduates did outstanding work in the develop- 
ment of orthopedic surgery for the care of the 
wounded in the American Expeditionary Force. 


Free Hospital for Women 


The Free Hospital for Women, now on Pond 
Avenue in Brookline, was incorporated in 1879, 
and then occupied a house in the South End of 
Boston. It moved to its present location in 1895. 
Its private ward building was opened in 1921, and 
the hospital now has a capacity of 68 beds. Hos- 
pital administrators will be interested in this ex- 
cellent private ward building. 


Collis P. Huntington Memorial Hospital 


The Collis P. Huntington Memorial Hospital is 
a private hospital under the jurisdiction of the 
Harvard Medical School. It was founded for in- 
vestigation into the causes and the treatment of 
cancer. Any members of the Association inter- 
ested in cancer research or treatment should visit 
this hospital. It has a million-volt x-ray machine. 
The only other machine in Boston of a comparable 
capacity is that recently installed at the Massa- 
chusetts General Hospital. 


The Massachusetts program for the control of 
cancer has two objectives: The prevention of can- 
cer, and the care of existing cancer. To furnish 
therapy for such patients, the Commonwealth has 
provided the Pondville Hospital, with 147 beds. 
It is located in Wrentham, about twenty-five miles 
from Boston. The whole program of cancer con- 
trol is under the State Board of Health. Its tumor 
diagnosis service, its state-aided tumor clinics in 
twenty-three hospitals scattered throughout the 
Commonwealth, its methods of group diagnosis, 
uniform records, social service and public educa- 
tion deserve study. Further information on this 
subject may be obtained from the Director, Divi- 
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sion of Adult Hygiene, Massachusetts Department 
of Public Health. 


Hospitals for the Insane 
McLean Hospital 


The McLean Hospital, a division of the Massa- 
chusetts General Hospital, is the oldest hospital 
for the care of the insane in Massachusetts and 
one of the oldest in the United States. It was 
opened in 1817 in Somerville. The McLean Hos- 
pital moved to Waverley in the 1890’s, when many 
buildings were erected on a beautiful hill. The 
men occupy those on one side of the administra- 
tion building, and the women those on the other 
side. There are sixteen patients’ residences, pro- 
viding 232 beds, and a chepel and nurses’ home. 


The plant is a model of what a hospital for this 
class of patient should be, in that it contains with- 
in the bounds of its grounds and buildings oppor- 
tunities for recreation, including a golf course, ten- 
nis and badminton courts, gymnasiums, a beauti- 


‘ful library and reading rooms. It provides facil- 


ities for many occupations: Wood and metal work, 
bookbinding, printing, cooking, typing, pottery 
making, weaving and similar crafts. It has a 
farm, and raises its own milk and many vege- 
tables. The facilities for physiotherapy and elec- 
trotherapy are of the most modern. Although in 
this hospital no expense is spared to furnish 
means for the best of care and for the happiness 
of its patients, it provides for a considerable pro- 
portion of free patients and for many of moderate 
means who are charged less than cost. 


The hospital was one of the first of hospitals 
for the insane to establish laboratories for re- 
search and routine work. They are of a high 
grade. 

Boston Psychopathic Hospital 


The Boston Psychopathic Hospital is main- 
tained by the Commonwealth of Massachusetts 
and is under the Department of Mental Health. 
It was opened in 1912, and has 110 beds. This 
hospital has the following aims: (1) care, exam- 
ination, hospitalization and studies of all classes 
of mental patients; to provide for short and in- 
tensive treatment for the incipient, acute, and cur- 
able mental disease; (2) to provide facilities for 
scientific investigation with a view to prevention 
and care of mental disease; (3) to give clinical 
instruction to medical students, the medical pro- 
fession and particularly the family physician that 
they may be better able to recognize mental dis- 
ease; (4) to be an educational center for asso- 
cited workers—nurses, social workers and other 
specialized groups; (5) to afford free consultation 
for the poor and to aid in the home care of mental 
patients. 
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This hospital serves as a clearing house through 
which pass many of the patients who later become 
inmates of other institutions maintained by the 
Commonwealth for the chronic insane. There is 
nothing particular in the way of buildings to 
which attention should be drawn. The hospital 
is very capably handled to accomplish the pur- 
poses indicated above. 


Metropolitan State Hospital 


The Metropolitan State Hospital, another of the 
Massachusetts Hospitals for the insane conducted 
by the Department of Mental Health is in Wal- 
tham, about ten miles outside Boston. This is 
the most recently constructed of such hospitals, 
entirely new throughout, and should certainly be 
visited by members of the Association who are 
particularly concerned with hospitals of this type. 
There are about 2,000 patients in the institution. 
It has an interesting sidewalk café, and an intra- 
mural radio system, broadcasting musical and quiz 
programs and interviews, as well as programs 
devoted to activities such as occupational therapy, 
the library, the physical education program and 
similar matters of interest to the hospital pop- 
ulation. 


Boston State Hospital 


The Boston State Hospital, located in the Dor- 
chester section of Boston, is a large hospital 
(2,400 beds) for the insane. It presents in its 
buildings nothing especially new. The superin- 
tendent reports that he has started the recording 
of patients’ records on 16 mm. film. Each record 
is photographed in its entirety and is easily ac- 
cessible through proper indexing. This photo- 
graphic record occupies very little space, and the 
procedure may interest hospital administrators 
and record librarians, who are now devoting large 
sections of their hospitals to the storing of pa- 
tients’ records. 


There are other Massachusetts hospitals for the 
care of the insane within easy motoring distance 
of Boston, for example, those at Danvers and Wor- 
cester, Taunton and Westboro. 


Walter E. Fernald State School 


The Walter E. Fernald State School for the 
feeble-minded is also conducted by the Depart- 
ment of Mental Health of the Commonwealth. 
The objects this school tries to accomplish are to 
assist: all those patients for whom it cares and 
to determine, if possible, how future generations 
may be protected or relieved from such burdens. 
There are about 1,600 patients at the school at 
Waverley and, in addition, some 300 at the out- 
lying colony at Templeton. The study and the 
education of these patients, and the attempt to 
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make them useful to the institution and, in some 
instances, to return them to service in the com- 
munity, is worthy of observation. 


Hospitals for Chronic Diseases 
Robert Break Brigham Hospital 


The Robert Break Brigham Hospital, on Parker 
Hill, has beds for 115 patients. It was founded 
in 1914 as a private hospital. Its occupational 
therapy and physiotherapeutics department are 
of outstanding interest. The Home Service Clin- 
ics of this hospital provide an important part of 
the treatment of patients discharged to their 
homes, or elsewhere, after a period of hospitaliza- 
tion. The hospital maintains an out-patient de- 
partment. 


House of the Good Samaritan 


The House of the Good Samaritan, at 25 Binney 
Street in Boston, is in the vicinity of the Harvard 
Medical School group. It was established in 1860 
by Anne Smith Robbins, who gave her house 
on McLean Street for the prolonged care and 
treatment of women and children. It moved to 
its present location in 1905. At first many of its 
patients were those ill with tuberculosis or cancer. 
In 1921 a rheumatic fever ward was established, 
and since 1931 the entire hospital has been de- 
voted to the care, treatment, and study of rheu- 
matic fever and rheumatic heart disease in chil- 
dren and young adults. A school is conducted 
for these young patients by public school teach- 
ers. Occupational therapy plays an important role 
in the care of the patients. Research into the 
causes of rheumatic fever and rheumatic heart 
disease is here carried on, and this hospital has 
made contributions relative to the hemolytic 
streptococcus in rheumatic fever and has con- 
ducted virus studies. 


Long Island Hospital 


The Long Island Hospital is for chronic illness. 
It is a municipal institution, maintained by the 
City of Boston under the jurisdiction of the In- 
stitutions Department. The City Almshouse is 
also a part of this institution. The hospital proper 
has a bed capacity of about 600. Its patients 
are cared for in pavilion-type wards—and they 
are well care for. The facilities for surgery and 
the laboratories are excellent. There is a chil- 
dren’s hospital building and an obstetrical depart- 
ment for the care of unmarried mothers. Long 
Island in Boston Harbor is about a half-hour’s 
trip by steamer from Boston, a beautiful harbor 
and a beautiful island well worth the trip to those 
who can spare the time. 
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The Massachusetts State Hospital at Tewks- 
bury has over 3,100 beds. It has an almshouse 
department, a department for the care of the in- 
sane, and one for the chronic sick—all supported 
by the Commonwealth. This is a well-conducted 
institution, about twenty-five miles from Boston, 
and will interest those concerned with the care 
of such patients. 


The Holy Ghost Hospital in Cambridge cares 
for elderly incurable patients. It has 215 beds, 
and is conducted by the Catholic Order of Grey 
Nuns. 


The care of tuberculosis in Massachusetts is 
delegated to the counties, and each county has its 
own sanatorium. The Middlesex County Sana- 
torium (400 beds) in Waltham, is the most recent 
structure of this type. It is within easy visiting 
distance of Boston. 


Hospital Schools 


The Massachuetts Hospital School at Canton, 
about 15 miles outside Bostou, was established 
in 1904 for the education and treatment of crip- 
pled and deformed children of the Commonwealth. 
While caring for the physical needs of the patient, 
careful attention is paid to the social, moral, and 
mental growth of these children. This school has 
performed a very useful function, and is well 
worthy of study. It cares for some 280 patients in 
its school department, and 250 in its hospital 
department. 


The New England Peabody Home for Crippled 
Children, in Newton, provides 100 beds for 
patients. 


The first director of the Perkins Institution 
and Massachusetts School for the Blind, a private 
institution, was Dr. Samuel Gridley Howe. He 
undertook his work in 1831, with the conviction 
that blindness was an obstacle that could be over- 
come and that, with adequate education, blind 
‘people could become contributory members of so- 
ciety. This laid the foundation of all work for 
the blind in America, and this institution has rea- 
son to be proud not only that such work originated 
here but that it has continued so successfully to 
demonstrate the truth of this conviction. The 
school is now beautifully situated on the Charles 
River in Watertown, a suburb of Boston. The 
present enrollment is 260 pupils. A complete edu- 
cational program—primary, junior, and senior 
high school, and even a college preparatory course 
—is offered. Occupational therapy is highly de- 
veloped at this institution. A sales department is 
conducted, and the products of the labor and in- 
dustry of the blind are marketed for their ad- 
vantage. 
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The care and instruction provided children up 
to the age of five years by the Boston Nursery for 
Blind Babies, a private organization on South 
Hunting Avenue in Boston, is carried on by the 
Perkins Institution. The attack upon blindness 
is further aided most importantly by the Massa- 
chusetts Eye and Ear Infirmary. 


Community Hospitals 


There are a number of community hospitals in 
the immediate vicinity of Boston, each one ade- 
quately serving its own area. Such are Cam- 
bridge Hospital (213 beds) and the Cambridge 
City Hospital (202 beds) across the Charles River 
from Boston, the Faulkner Hospital (170 beds) 
in Jamaica Plain, a part of Boston, the Waltham 
Hospital (163 beds), the Newton Hospital (248 
beds), the Malden Hospital (187 beds), the Mel- 
rose Hospital (105 beds), and a number of others. 
These care for the sick of their communities, not 
necessarily limited by the bounds of the city or 
town in which they are located. They try to serve 
as health centers; some of them furnish health 
lectures to the public; most of them have clinical 
meetings for the benefit of their medical staffs and 
other physicians; many of them maintain train- 
ing schools for nurses. They constitute health 
institutions of great value. Members of the Asso- 
ciation will be welcome visitors. 


It would be impossible to describe at length the 
other interesting hospitals in cities within easy 
automobile ride from Boston. Such are the Rhode 
Island Hospital in Providence, the Union and 
Truesdale Hospitals in Fall River, St. Luke’s in 
New Bedford, Salem Hospital, the Quincy City 
Hospital, the Beverly, Lynn, Lowell Hospitals, the 
Worcester City and Worcester Memorial Hospi- 
tals, and others. The limits of this article do not 
permit the consideration of these more distant 
hospitals in detail. 


* * 


Boston’ is one of the great medical centers of 
the United States. It maintains three medical 
schools of distinction—Harvard, Tufts, and Bos- 
ton University. Certain of its hospitals are rec- 
ognized as leaders in hospital administration, in 
the care of the sick, medical and nursing educa- 
tion, in public health, in sociological and economic 
demonstrations, and in research into the causes 
of disease. The American Hospital Association 
has not met in Boston since 1913. Although it 
comes here this time at a season of great world- 
distress, and at this writing in June one cannot 
foresee what the world situation will be in Sep- 
tember, nevertheless there will be many things 
to interest the members of the Association—per- 
haps as much as in any city of the land. 
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Means of Eliminating Falls in Hospitals 





WILLIAM B. SELTZER, F.A.C.H.A. 


ference is held in April each year, and whether 
this has any bearing on the fact that April, 
according to statistical studies, is the safest 
month of the year in relation to accidents. Pre- 
sumably we are here to “learn in the spring, the 
safe ways of life to be followed all the year round.” 


HAVE been wondering why the Safety Con- 


This discussion will deal with falls, especially as 
they occur to hospital employees, patients, and 
visitors, and will confine itself to falls on level 
surfaces, from ladders, and on stairs and steps, 
and the psychological and physiological factors 
contributing to this class of accidents. 


The Frequency of Falls Resulting in Compensation 
Claims 


According to a study made by the New York 
State Department of Labor of the number, sever- 
ity, and cause of compensated industrial injuries 
in New York State over a period of three years, 
falls among workers ranged second in causes of 
injuries, and first in amount of compensation paid. 
The only other cause of accidents which exceeds 
falls in number was that of handling of objects, 
but the amount paid out during the three years in 
question for compensation for falls of workers was 
$21,000,000, as compared with $14,000,000 paid 
out for compensation claims in accidents resulting 
from the handling of objects. The classification 
of falls among workers in the study just referred 
to does not include falls from hoisting, conveying 
apparatus, and vehicles. I do not wish to bore you 
with too many statistics, but it should be noted 
that of the 54,678 accidents described in the New 
York State Department of Labor Study, 27,000 
resulted from falls on level surfaces, 7,000 from 
falls from stairs and steps, and 5,500 from falls 
from ladders. 


Two Basic Causes of Falls 


The basic causes of falls may be divided into 
two main groups: physical and psychological. 
Seventy per cent of injuries from falls reported to 
tae State Insurance Fund are due to physical 
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causes, and 23 per cent to personal causes. Falls 
from physical causes are described as those due 
primarily to such conditions as defective equip- 
ment, unsafe walkways, and poor lighting. The 
personal factors can be further classified as 
psychological and physiological. The psychologi- 
cal causes are those related to the state of mind of 
the worker and are due to such things as inatten- 
tion, inexperience, and carelessness. The physio- 
logical causes are those based on the state of 
health of the individual. 


Personal Attitudes Contributing to Falls 


The first and foremost among the personal 
causes of falls is inattention, due to day-dreaming 
and an emotional need to think of anything but 
the job in hand. Stimulating employees to keep 
their minds on their jobs is an answer to reducing 
this type of accident. In addition, the selection, 
as far as possible, of persons who like their work 
and are genuinely enthusiastic about it, is a factor 
to be considered. It has been stated that badly 
nourished persons or those of nervous tempera- 
ment are more susceptible to accidents than the 
average person. Many persons, though usually 
careful, sustain accidents when suffering from 
mental strain. 


Some persons are “accident-prone.” They are 
repeaters in accidents. They retain their accident 
liability no matter how careful they are. This con- 
dition of accident proneness is a very complex one, 
and over and above psychological factors, there 
may be deficiency of several types in varying de- 
grees. For instance, a person may be especially 
slow in making simple muscular movements, or 
his hearing may be defective. The use of improper 
wearing apparel is a common cause of falls. The 
condition of employees’ footwear is very impor- 
tant and this is particularly true in hospitals as 
it affects the nurses, who should be discouraged 
from wearing high heels and other impractical 
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footwear, since they are constantly moving, going 
from patient to patient. 


Physical Defects in the Labyrinth 


Another condition which is very important but 
which has received very little attention by safety 
men is defect in the semi-circular canal or laby- 
rinth. This is the méchanism in the inner ear 
which affords one a sense of balance. Persons 
having a defect in this organ find it difficult to tell 
whether they are in an unbalanced condition. It 
is obvious that such persons should not be engaged 
in such occupations where the defect would be a 
serious hazard. Some years ago a well-known 
safety man, Mr. Morey, stated: “The solution of 
the problem of reduction of casualties from falls is 
through insurance companies placing heavy pen- 
alties on unsafe conditions and standardizing 
normal and supernormal conditions and reward- 
ing them through credits.” It is my opinion that 
such action would help to reduce those accidents 
which are due primarily to physical and external 
conditions and for which management is largely 
responsible. 


However, as a means of reducing these falls 
attributable to personal causes, I feel a wider edu- 
cation of the worker as well as a better under- 
standing of him is essential. The worker should 
be encouraged to realize his own responsibility 
for the reduction of accidents. This might be 
accomplished through the medium of contests, 
posters, and lectures. The most important thing 
that management can do toward the elimination 
of accidents due to personal causes is to make 
every possible effort, when hiring employees, to 
see that the worker is physically and psychologi- 
cally suited for the job. Hospitals are realizing 
more each year the importance of physical 
examination of individual employees and the value 
of periodic physical examinations. 


Importance of Accident Reports 


Falls due to physical conditions can be greatly 
reduced if detailed reports are made out for each 
accident occurring at the hospital regardless of 
the slightness of the injury or the length of lost 
time on the part of the employee. Accident re- 
ports should be analyzed by one person to deter- 
mine the cause of the accident and to consider 
means for prevention. 


A safety committee should be as important a 
part in the program of accident prevention in the 
hospital as is the fire brigade. Each month, or 
more often if necessary, accident reports should 
be discussed by the safety committee, with a rep- 
resentative of the employee group serving on the 
committee. Analysis of the accidents by this 
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group may stimulate competition in various de- 
partments to keep down their accident record. 
Only by careful study of these accident reports, 
plus greater understanding of the individuals in- 
volved, will it be possible for accidents in hospitals 
to be reduced. 


Causes of Falls on Stairs or Steps 


Falls on stairs and steps are due primarily to 
unsafe conditions, such as slippery, worn, or 
broken treads. Contributing causes may be loss of 
balance of the worker through inattention or by 
reason of carrying heavy objects up or down 
stairs, or tripping over loose objects on stairs, or 
inadequate lighting. Treads should be constructed 
of, or covered with, non-slip material, and should 
be maintained free from defects. A suggestion for 
keeping treads safe is to reverse them when they 
begin to show signs of wear. 


Many falls on or from stairs are due to lack of 
hand rails or stair rails, or because such rails are 
not properly maintained. The American Standard 
Safety Code for floor openings and railings speci- 
fies that every flight of stairs having four or more 
risers shall be equipped with standard railings or 
hand rails. 


When stairs are so located that natural illumi- 
nation is not sufficient to enable the user to see 
clearly where he is going, artificial illumination 
of the proper intensity should be provided and 
maintained. It is essential that lighting should 
be so arranged as not to glare in a person’s eyes 
as he descends the stairs. A helpful suggestion 
is to have the bottom stair painted white, so that 
the person descending will be aware that he has 
reached the bottom stair. 


Very often an employee attempts to carry 
heavy objects up or down stairs. This may be 
responsible for loss of balance and falling down 
the stairs, or he may drop the load and cause in- 
jury to himself or a fellow worker. Employees 
should be made aware of the fact that falls on 
stairs occur frequently and that they should ex- 
ercise care in ascending or descending stairs. 


Employees and visitors should be discouraged 
from using the stairs when going from one floor 
to another when the elevator can be used. This 
use of the stairs is a problem in some hospitals, 
particularly on ward visiting days. 


Falls from Ladders 


Falls from ladders are frequent in hospitals 
where this type of equipment is used by main- 
tenance departments, nursing personnel, phar- 
macists, dietary departments and stores depart- 
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ments. The principal causes of falls from ladders 
are the breaking of ladder parts, slipping, twist- 
ing, or falling of a ladder, falls from ladders while 
handling objects, slipping of the foot, or loss of 
balance and falling while getting off and on the 
ladder. 


Ladders should be constructed of substantial 
material and maintained in a safe condition. They 
should be of a type suitable for the purpose for 
which they are to be used. Stationary ladders 
should be constructed of steel and securely 
fastened with brackets to the wall or other fixed 
object. Rungs in steel ladders can be made non- 
slip by having the ends of the rungs spot-welded 
to the side rails so that they will not turn or twist. 
Temporary wooden stationary ladders as well as 
portable ladders should have the side rails made 
of spruce wood or material equivalent to it in 
strength. Ladders made of cheap wood prove 
very expensive as often these are made of cross- 
grain material and break rather easily. The 
amount saved in the purchase of a cheap ladder 
may be very slight, but the cost to the hospital 
in case of such an injury to an employee is far 
greater, while the loss to the employee of time 
and energy would remain the most serious loss of 
all. 


All portable ladders should be provided with 
safety feet and, where possible, with safety hooks 
at the top. Even though a ladder is equipped with 
safety feet, it is considered advisable, when it is 
being used on a slippery surface, that it be held 
by another person. This is especially true if the 
ladder is an extension ladder. On some surfaces, 
where the angle or incline makes it difficult or im- 
possible for a man to hold the ladder, the stand- 
ard practice is to tie the ladder in place. 


A worker should not attempt to work on a lad- 
der placed in front of a door which opens towards 
the ladder unless he is certain that the door is 
locked. Ladders should not be placed in aisles or 
passageways unless a helper is stationed at the 
foot of the ladder to serve as guard, or unless the 
passageway or areaway is blocked off. 


It is sometimes necessary for an employee to 
use hand tools while standing on a ladder. In 
such cases the ladder should be of the type 
equipped with a safety platform, or else the user 
should be provided with a tool belt in which these 
tools may be placed. 


Benches, boxes, tables and chairs should be 
used for the purposes intended. They should not 
be used as ladders or temporary work platforms, 
and these articles should not be left in places 
where a worker passing to or from his work will 
trip or stumble over them. 
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Falls on Defective Surfaces 


The majority of falls of workers on level sur- 
faces are due to the slipping of the foot, defec-. 
tive surfaces, obstructions on floors, and foot 
catching. It is to be noted that falls on level sur- 
faces are responsible for 4914 per cent of the num-. 
ber of compensated cases and for 13.9 per cent of 
the deaths. 


Good housekeeping in hospitals will prevent 
many cases of injuries due to slipping or falling. 
Where material is kept in suitable storage places 
and refuse is properly disposed of, many of these 
accidents will be eliminated. Pails, apparatus, and 
other objects are often allowed to lie about where 
they become tripping or stumbling hazards. 


Falls on Hospital Floors 


Dripping of water on the floor from trays and 
the spilling of medicines are two of the common- 
est causes of accidents in hospitals. Water or 
other liquid on the floor should be mopped up im- 
mediately. Every effort should be made to pre- 
vent dripping or accumulation of water on floors 
and a definite campaign should be made in each 
hospital to eliminate this major cause of slipping 
and falling. If umbrella racks are placed at the 
entrances to the hospital for use on rainy days, 
they will eliminate the carrying of wet umbrellas 
through the building by visitors. Dripping from 
umbrellas has been a frequent cause of accidents 
and hospitals have been repaid many times the 
cost of these umbrella racks. 


Hospital floors are highly polished and have to 
be constantly waxed. There are on the market 
wax products designed to prevent slipping which 
are water resistant. A frequent practice in hos- 
pitals when waxing floors is to wax the entire floor 
at one time instead of waxing only half, thereby 
permitting transit across the floor without step- 
ping-on the wax before it is polished. A helpful 
practice when waxing floors is to have a few 
wooden stanchions with a rope, in white or some 
other outstanding color, placed along the area 
being waxed to make persons aware of the fact 
that the floor is being waxed and to prevent their 
walking across this section. 


Floor space around machines, particularly in the 
boiler room, where oil is used for lubrication, 
should be free of oil, as this makes the floor very 
slippery and dangerous to persons working in the 
engine room. 


Doorways, sills, and entrances to elevators 
should be made of, or covered with, anti-slip ma- 
terial. This will prevent many slips or falls of 
persons entering or leaving the elevators. Floor 
space near entrances to the building should be 
covered with non-slip mats, especially during wet 
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or snowy weather. This clears feet of much mois- 
ture and keeps the floors from becoming wet and 
thus prevents accidents. Tile and terrazzo floors 
are particularly hazardous when wet. Wherever 
possible, highly polished concrete or marble floors 
should be cleaned at night, and if this is not pos- 
sible, the area, when being cleaned, should be 
blocked off until it is thoroughly dry. Floors 
should be kept in good repair, free from uneven- 
ness and slippery conditions which may cause a 
person to trip, slip, or fall. 


The use of common soap on marble on composi- 
tion treads is a dangerous practice. There are sev- 
eral detergents on the market which, when used 
as directed, will leave the surface free from film 
or scum, thus greatly decreasing, if not entirely 
eliminating, the hazard of slipping. 


Falls of Patients and Visitors 
Accidents to visitors involve the same factors 


as with the employee groups: lack of attention, 
physiological causes’ and, frequently, absorption 
in fears and anxieties surrounding the situation 
which brings them to the hospital building. In 
the case of a patient falling there may be many 
special factors to be considered, but the most 
common cause of this is his eagerness to test his 
strength by walking before he is ready. 


Many of these accidents to patients might be 
prevented if nurses would impress upon them 
the fact that they should not attempt to walk 
when they are alone or not physically ready. 


Any consideration of falls must take into ac- 
count as a basic premise the fact that all educa- 
tion for safety must be closely related to the per- 
sonal interests of the group we are trying to reach. 
Whatever methods are used, they must have prac- 
tical significance for the employees and must 
sharpen the interest of patients and visitors. 





cp 


The Hobby and Gadget Exhibit at the 
Boston Convention 


The American Hospital Association at its Bos- 
ton convention is most eager to have a successful 
showing of arts and crafts as developed by its 
members. There are many hospital administrators 
who have achieved fame in their local community 
in photography, painting in water colors or oils, 
etchings, carving or sculpturing, needle-point 
work, ship or other models, collectors of first edi- 
tions, stamps and other items of interest. Every 
hospital administrator is not only invited but 
urged to communicate with the secretary of the 
Hobby and Gadget Committee at once explaining 
what his or her particular hobby is and what 
can be sent. Anything accepted by the commit- 
tee will be handled with the greatest care at the 
exhibition and fully insured for a stated rea- 
sonable value. Promptness is essential because 
it will be impossible for the committee to accept 
exhibits after August 1. This exhibition is meant 
to show what hospital administrators and their 
assistants have accomplished, so that articles can 
be accepted only from this group and not from 
the general personnel. 


Each year the Exhibit of Gadgets has resulted 
in growing interest. Every hospital has been 
forced by economic pressure to develop money or 
labor-saving devices and these ideas should be 
passed on to others. There has been evidence of 
misunderstanding in the past as to just what con- 
stitutes an exhibit of gadgets. As a result, gadgets 
have been sent in that have to do with the pro- 
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fessional care of the patient, such as special frac- 
ture appliances or apparatus for use during sur- 
gical procedures. While interesting, these items 
are quite specialized and of more interest to 
physicians than to hospital administrators. Hos- 
pital-made gadgets which save labor or money and 
are commonly used in the general operation of a 
hospital are the ones most desired for display. It 
is suggested that each superintendent ask the 
various department heads what gadgets they have 
found useful and send any suggestions to the 
secretary. If the gadget is considered too large to 
ship, an enlarged photograph and drawings will be 
gladly received. ‘Articles received will be insured 
and returned promptly after the convention closes. 


Address communications to: Dr. N. A. Wilhelm, 
Peter Bent Brigham Hospital, Boston. 


—— 


O. K. Fike Goes to Doctors’ Hospital 


O. K. Fike, for many years the director of 
Grace Hospital, Richmond, Virginia, accepted the 
position as director of the new Doctors’ Hospital 
in Washington, D. C., and assumed his duties at 
that institution on June 1. 


The Doctors’ Hospital is the latest constructed 
hospital in the City of Washington. It has just 
been completed and opened for the reception of 
patients. It contains 250 beds, and was built and 
equipped for the purpose of making a home for 
the patient away from his own home. The hos- 
pital was organized and financed by a group of 
pioneering Washington professional men. 
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Social Aspect of Guidance in a School of Nursing 





SISTER MIRIAM THERESA, S.H.N., Ph.D., LL.D. 


literature on the subject of this article that 

much of what was needed to be said on the 
topic has been said. Yet it occasionally happens 
that an old fact dressed up in a stranger’s lan- 
guage looks like a new friend, or that we see it 
from a different point of view. 


l’ OCCURRED to me as I was reading current 


To sociologists, the word “social” has two con- 
notations, one narrow, referring to that type of 
activity which is considered leisure-time or recre- 
ational. The other use of the word with a wider 
connotation, means anything which regards men 
and women in the light of their relations in an 
interdependent group, where the actions of one 
or several members of the group, will have an 
influence on the others. One could discuss “guid- 
ance in a school of nursing” from either point of 
view. Obviously, if we consider the former mean- 
ing, that involving accidental and temporary 
contacts among persons, a nurse skilled in her 
art, who did not know the conventions of social 
life, might not be a success. For example, a stu- 
dent nurse whose only rejoinder to the patient’s 
remarks is “Gee, that’s swell’? has much to learn 
of ordinary manners before she is ready to 
practice her art; while a second one, equally 
willing and good natured, whose one answer to a 
request is, “Aw-w-w right” drawled out with the 
same rising inflection and with the monotony of 
a metronome causes her patients to dread her 
appearance when a bell for assistance is rung. 


Discussion of the social aspect of guidance in 
the wider meaning of the word, is quite likely to 
encroach upon the subject of community and 
guidance, because “social” results or social effects 
are community effects also. May I say then that 
I feel somewhat like the chameleon that was pos- 
sessed one time by a colored lady who amused 
herself watching its color change with its sur- 
roundings? One day a friend called and the 
chameleon was not in evidence. “Amanda,” in- 
quired her friend, “haven’t you your chameleon 
no more”? “No,” sadly answered Amanda, “you 
see, first I put it on red to see it turn red, and 
then I put it on green to see it turn green, and 
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then I put it on plaid and the poor thing done 
went and bust itself trying to make good.” 


The Social Aspects of the Guidance Program in 
the Nursing School 


Now, the guidance program in a nursing school 
has its social aspects because a student may enter 
a nursing school with many incorrect or super- 
ficial ideas as to what her contributions to social 
and civic life are to be, when she is graduated. 
These incorrect or superficial ideas will be re- 
flected in the motive impelling the young women 
to choose nursing as a career. I am aware that 
there are many noble motives in the future 
nurse’s choice, but I am not concerned with them 
now, and shall mention only some of those which 
demand guidance. 


Some girls take up the work to fulfill a day 
dream in which they have always seen themselves 
as beautiful, heroic, and universally beloved in a 
white uniform, (always clean in their dreams). 
One girl who was dropped eventually from the 
nursing school said: “Well, I have my cape; I’m 
glad that I stayed long enough to get it because I 
just love the cape.” Others have a romantic 
desire to meet a handsome, brilliant, kind, young 
physician and husband-to-be who could have no 
better helpmate than an understanding, trained 
nurse. Some years ago, a young woman who had 
become adrift in a city, on relief, was in need of 
a surgical operation. This was eventually per- 
formed by a very fine young surgeon, unmarried 
at the time, who set the majority of the nurses’ 
hearts twirling like tops whenever he appeared 
in the hospital hall. As his patient was coming 
out of the anesthetic, she was very nauseated. 
The nurse on duty was attentive, but all the while 
that she was bending over the poor patient she 
was saying to her: “My, but you were lucky to 
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have Doctor So-and-so operate on you. Isn’t he 
swell? Aren’t you just crazy about him?” and 
other remarks of like nature. Did this nurse need 
direction as to what the nursing profession really 
is? And she was not just a freshman student. 


Some take up the profession because they think 
that it is a good money-maker, or because their 


parents have always wanted them to take it up, © 


or because one meets nice people and avoids also 
the monotony of office work, or of teaching, and 
is not in so much danger of becoming an old maid 
as a teacher is. Will you not agree with me that 
almost all of these students are egocentric and 
that if they are to render their social debt to their 
fellow men as graduate nurses, they need much 
to make them altruistic, if not “altrocentric’”? 
Laura Krieger Eads, Ph.D., writing on “Charac- 
teristics of a nurse able to adjust well to nursing 
relations” says: “It is not the function of the 
hursing school to make silk purses out of sows’ 
ears. But the nursing school must make silk 
purses out of raw silk; the raw material just 
doesn’t manufacture itself into the finished prod- 
uct and no realist expects or even desires that this 
job be done before the professional education be- 
gins. For good nursing presupposes some very 
definite habits and characteristics, many of them 
differing in kind and degree from those most 
desirable in other vocations and professions.” 


Nursing Milieu of the Student’s Life 


The nature of the nursing milieu is another 
phase of the student’s life which we must con- 
sider. A student entering a training school slips 
from one social setting into an entirely different 
one—social here having the sociological implica- 
tions—and she needs assistance in readjusting 
herself to it. In one sense, we may say that she 
has left private life to join an army. In an article 
on “Extra curricular activities” by Edna E. Peter- 
son, R.N., and Ernestine Long in the American 
Journal of Nursing, the authors, both faculty 
members in St. Mary’s Hospital School of Nurs- 
ing, Rochester, Minnesota, say that they have 
observed that the three major problems which 
exist among students of nursing are: (1) the 
tensions arising from the natural pursuance of 
their duties, (2) the superiority complex and (3) 
student-teacher lack of adjustment. “The stu- 
dent’s personality” they say, “is to a large extent 
a result of her activities and interests and the 
attitude of those who work and play with her.” 


The nature of her hospital life is new and per- 
haps complicated to her. In the larger hospitals 
where the “degree” course is a four years’ course, 
that -is, two years of college and two years of hos- 
pital experience, she may find that some of ‘her 
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associates are making the four years’ course in 
five, because they are working their way through. 
She will certainly find that the majority of the 
graduate nurses have been trained under the “old” 
or former system of three straight years of hos- 
pital experience. 


If she is a four years’ student who has com- 
pleted two years in a college nursing course, she 
will receive her cap almost as soon as she enters 
the hospital, whereas the five years’ student waits 
the customary three or four months. Though no 
more advanced as far as nursing procedures are 
concerned than the student taking more time to 
complete the course, she sees herself ranked ahead 
of the latter. This is one incentive to the superior- 
ity complex. A second one is the emphasis placed 
on the “degree” course so that if now she is in an 
inferior position to the graduate nurse, she is con- 
scious of the fact that in the not far distant fu- 
ture she will have an advantage over her and 
sometimes she reminds her elders how much more 
of theory she knows than they do. And so ten- 
sions between associates creep up. A third con- 
dition of her new surroundings is that she is put 
in a position of some authority as far as the 
patients are concerned. And while on the day that 
she enters the school, she is dropped from the 
position, to use a common comparison of “a big 
frog in a little puddle to a little frog in a big 
puddle,” within the next few weeks she changes 
roles and becomes the guardian of another puddle, 
the ward or single room, with great authority over 
the inmate, the patient. It is a well balanced girl 
who can keep her head in all this. At the same 
time, she is beginning to acquire much new knowl- 
edge and balance in handling this must be ac- 
quired. Many have the requisite humility for it; 
others within three months could advise the head 
physician how to proceed, and as to the patients— 
they have to be doubly patient trying to fend off 
the prescriptions of the nurse. ° 


Another Adjustment 


Another kind of adjustment to ideas has its 
source in the surprises which come from learning 
how extensively sin is a cause of disease. Not all 
girls of eighteen and nineteen are as sophisticated 
as they are supposed to be. We ourselves are sur- 
prised very often concerning the, shall I say igno- 
rance or innocence? of some of them. The result 
of this new knowledge of the depravity of .the 
world disturbs their ideals and crushes, temporar- 
ily at least, their faith in human nature. Their 
unaided adjustment may be an assumption of 
great sophistication, even to the extent of being 
unimpressionable, or it may be an attitude of flip- 
pancy. Thus one social aspect of a guidance pro- 
gram is that of enabling the student nurse to 
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adopt the right philosophy of life when confronted 
with overwhelming experiences. 


Student’s Need for Guidance in Planning Her Time 


Whether we call it a philosophy of life or a 
philosophy of work, there is no doubt but that the 
student nurse often needs guidance in the plan- 
ning of her time. Ignorance and inability to make 
time-ends meet, or as we say, to budget their 
time, causes some of them to grow into shiftless 
habits of performance. They are responsible for 
floor duty, attendance at class, preparation of class 
work, and they are yearning for recreation and a 
good time and some of them seize every oppor- 
tunity possible to escape from the hospital. Their 
philosophy then, develops into the principle that 
the more they can procure by pretenses, the 
smarter they are. Bluff and nonchalance are the 
outward marks of the inner view. Watchful plan- 
ning of a sort is included in their method. A 
deliberately gracious manner will be cultivated in 
order to keep friends and to disarm superiors. 


But if there is an uncomplaining patient, he will 
be neglected, and if there is a kind and unselfish 
associate, she will probably be imposed upon. 
Enough of class work is studied to make it appear 
that this has not been neglected. Usually this line 
of conduct can be carried on only by a smart girl. 
Yet it is none the less deplorable that she grows 
into slack habits of nursing practice. A keen 
director, supervisor or counselor will see through 
her tactics and be able to help her back to the 
right path. If a student really tries to do every- 
thing as she should, her poor budgeting of time 
or overworked condition is bound to react so that 
it creates an inward tension which may become 
evident to her patients, if they are well enough 
to observe at all. 


Mention of budgeting time tempts me to in- 
troduce a topic not really germane to the subject, 
yet it is not entirely out of place. I refer to the 
belief held by some administrators of nursing 
education that the four years’ college curricu- 
lum as it is now drawn up is not really fair 
to the student nurse nor to the patients whom she 
serves, for the hospital, when.all is said and done, 
exists primarily for the patients. I do not claim 
to be an authority on the subject, and I have 
at least ten years of administration of the pre- 
nursing course in a liberal arts college behind 
me. I know that the whole subject of the curricu- 
lum of the degree course in nursing or of the 
bachelor of science in nursing course, is in the 
transition stage, and that educators of nurses are 
more anxious than anyone else, that a sound pro- 
gram of nursing studies be developed. 


July, 1940 











It would seem to a mere educator then, that in 
preparing a “degree” candidate for a life work in 
nursing, the program is more difficult to admin- 
ister than is that for a student preparing to teach, 
to go into social work or into many other fields 
that I might mention. For you are trying not only 
to give future nurses scholastic studies which 
merit a bachelor’s degree, but you are trying to 
train them to be skillful in a very delicate art, and 
all of this in a not much longer period than they 
would have to spend if they received a purely 
scholastic training. And you must train them to 
standards and ideals of professional conduct which 
are going to be under constant bombardment from 
lower worldly standards. Your problem is some- 
what the same as that of the music and of the 
fine arts faculties in a liberal arts college. Ac- 
crediting associations require that a student have 
thirty-six hours of class work in his major sub- 
ject—history, language, or whatever it is. But the 
music faculty insists that this is less than half 
enough for a music major because music is not 
only a science but an art which requires hours of 
practice for proficiency in it. And the fine arts 
faculties make the same plea. “We cannot teach 
art from books alone,” they say. “The art student 
must have practice and that in several kinds of 
media, oil and water colors, pastels and ink. She 
must know clay modeling, wood carving, metal 
work, textile weaving and so on.” 


And so they are left to draft their course of 
study while the watchful eye of the dean sees that 
certain minimal requirements for the arts degree 
are included. The musicians have divided their 
courses so that a bachelor of music is not pre- 
pared in all fields but in certain ones only, as 
applied music, school music. Yet the degree course 
in nursing in some states hopes to prepare the stu- 
dent in four years to be a good nurse, to absorb a 
certain number of subjects leading to a science de- 
gree, and to be ready to step into public health 
work. My personal opinion is that the five years’ 
course as put into effect in Oregon twelve years or 
so ago was a more rational course than the four 
years’ course later substituted. Different state 
laws, the necessity for competing with neighbor- 
ing states and competition with other professions 
to which would be nurses might be attracted by 
the shorter training period, may be responsible 
for the four years’ course. Yet many states are 
now requiring five years of preparation for high 
school teaching and the profession of social work 
requires six years. 


One condition that would indicate the excessive 
difficulty of the nursing course as at present 
planned is the amount of time lost during the 
training period because of illness. I was not able 
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to secure statistics on this point, though as you’ 


perhaps know a survey being made on the cost of 
nursing education, will probably bring some light 
on it. It would be interesting to make a compara- 
tive study of the time lost by women students in 
a liberal arts course, due to illness and that lost 
by nursing students. I believe that the liberal arts 
students would show a much smaller amount. 


Student Guidance Necessary in Planning to Enter 
a Specialized Field 


I have said nothing about the guidance neces- 
sary for the undergraduate nurse who wishes to 
continue her training in order to enter a special- 
ized field. Mrs. Eugenia Kennedy Spalding lists 
fifty-six occupations usually restricted to nurses 
and seventy occupations in which nurses are em- 
ployed more or less frequently. A student may 
have the special qualifications necessary for suc- 
cess in one or several of these and not be aware 


of her abilities. Others are bewildered by the 
array and beg for advice to help them choose one. 


A final compelling social aspect of a guidance 
course in a nursing school would be the prevention 
of the high scholastic mortality rate of nursing 
students. Perhaps this rate would be lowered 
were there better vocational guidance in the high 
schools. But a course of study in which the mor- 
tality rate for some classes is ninety per cent, 
seventy-five per cent in others, indicates that 
something is wrong with the course, or with the 
students who enter it. 


Curriculum making has a social aspect as well 
as guidance and perhaps when the curriculum is 
finally settled and the degree course in nursing is 
the best that every one hopes that it will be, there 
will be less need of guidance for the student nurse, 
though personally, I believe that the program 
should never be dropped from an educational 
institution. 





Cost of Hospital Service 


The popular interest in Hospital Day, recently 
designated, must also have brought to the con- 
sideration of persons who took the occasion to 
visit these fine institutions the expensive provi- 
sions whereby hospital care can be assured in 
advance of its possible need. The cost of such 
care may reasonably be a matter of concern to 
heads of families and others, since it has become 
apparent that the cost has been steadily in- 
creasing. 


The visitor must have been impressed with the 
variety of apparatus, the equipment for surgical 
operations and medical care, the plant necessary 
for feeding patients and attendants and a myriad 
of details to aid in restoring health amid com- 
fortable surroundings. 


It is this perfection of detail that has led to 
an increase in the cost of hospital treatment, 
which has been a subject of much reeent discus- 
sion. A western physician, recalling a long period 
during which he has practiced his profession, 
says: “If a patient could spend one day in a 
hospital as we knew it 40 years ago, his experi- 
ence would certainly enlighten him as to why hos- 
pital bills have doubled and, we believe, he would 
still prefer the modern version, even if it meant 
cutting down on movies, cigarets, gasoline and 
cosmetics.” 


This old practitioner then calls attention to 
some of the costly appliances used in hospitals 
today which were unknown in his early career. 
Food is better and more scientifically prepared, 
wages of nurses and attendants have been in- 
creased, greater comforts are afforded convales- 
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cents and their visitors, a higher standard of 
cleanliness calling for more workers is the rule. 


The best results of hospital service can only 
be obtained when the best equipment for the serv- 
ice is available, and since such equipment costs 
plenty of money, it must be regarded as inevitable 
that the cost of treatment should be higher than 
it was under earlier conditions.—Editorial, Fall 
River, Mass., News, May 14, 1940. 


—— 


Dr. S. S. Goldwater Is President of the 
Associated Hospital Service of New York 


Dr. 8. S. Goldwater has accepted the presidency 
of Associated Hospital Service of New York, New 
York City, effective June 7. He will continue to 
serve as Commissioner of Hospitals of the City 
of New York until he is released of his present 
responsibilities by Mayor La Guardia. 


David H. McAlpin Pyle, who had been acting 
president, will continue to be chairman of the 
Board and vice-president. 


Dr. Goldwater, in accepting the presidency, 
said: 

“IT am glad to assume this responsibility 
because I recognize the importance of the 
Blue Cross Hospital Service Plans throughout 
the country, and particularly the three-cents- 
a-day plan in New York.. Five million Ameri- 
cans are today subscribing to sixty-nonprofit 
hospital service plans. In this way they have 
been able for the first time to protect them- 
selves against the unexpected costs of hospi- 
tal illness.” 
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Newer Concepts 





JOHN N. HATFIELD 


discourse on newer trends in the hospital 

field. Where are they leading us and what 
will be their ultimate effect are questions we 
would like to have answered, for they give us more 
than just passing concern. Down through the 
years there have been changes in hospital pro- 
cedure and methods of approach to problems 
which have influenced growth and development. 
A trend, if cultivated, may become an accepted 
practice throughout the hospital world, particu- 
larly if it is basic in nature. We are constantly 
striving to improve upon methods to the end that 
perfection may be realized. Our pride in hospital 
service is such that we are ever seeking to adopt 
a desirable trend that we may better serve the 
patients intrusted to our care. 


Nise: concepts quite naturally suggests a 


Trends Capable of Regulation 

Newer trends evolving from normal hospital 
activity, for the most part, are capable of regu- 
lation and thus are directed to the advantage of 
hospitals and of the communities they serve. This 
is accomplished in the everyday routine because 
it lies within our power to control them for we 
are a part of the organization or system in which 
they are produced. They are free from outside 
influences, at least they are not actuated by man- 
datory regulations, thus we are able to mold them 
in such a way as to make them work to our ad- 
vantage, not against our interests. 


External influences over which we have little 
or no control fall into two categories. There are 
those which make themselves felt as the result 
of a popular demand, such as group hospitaliza- 
tion, for instance. In spite of our views on the 
subject, the demand became a definite trend which 
we were forced to meet. We are able to govern 
iis direction, however, because, although pres- 
sure is from the outside, it is not of a mandatory 
nature. On the other hand, there are those which 
are arbitrarily forced upon us having their in- 
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ception in some legal decree or resulting from a 
regulation proclaimed by a governmental author- 
ity. An example of this type of influence is the 
maximum-hour law specifying limits of time cer- 
tain classifications of employees may work during 
a twenty-four hour period and during a calendar 
week. Such a trend is incapable of restraint or 
directional control as. law is inflexible in most 
instances. When a statute is general in charac- 
ter with provisions for bureau, commission or 
board discretionary powers, there is some flex- 
ibility which may or may not accrue to the benefit 
of our institutions depending upon a government 
agency’s interpretation of the law. It is to this 
phase of the general subject I wish particularly 
to address myself although consideration will be 
given to the other aspects in the course of the 
discussion. 


It is not my purpose to aim a prolonged declam- 
atory outpouring at those who unwittingly 
promulgate laws and regulatory measures that 
work to the disadvantage of hospitals and hinder 
their progress, nor am I prone to severely censor 
those occupying positions in government whose 
unstudied and questionable interpretations of 
laws deleteriously affect the quality and quantity 
of service our institutions are expected to render. 
As a rule laws are enacted in good faith although 
there are known instances of misinterpretations 
of legislative intent. Moreover, responsible of- 
ficers empowered by governmental authority to 
interpret and execute laws invariably act in good 
faith, but there are known examples of error in 
judgment. I prefer to approach the subject 
calmly, with directness, and without malice. 


Government Competition in the Hospital Field 


One of the newer trends is government compe- 
tition in the hospital field. There are no laws 
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on the statute books as yet, designed to force the 
voluntary hospitals out of business or subject 
them to government control. We are unable to 
believe such a condition will ever befall them. 
Legislation having the purpose of establishing a 
system of government-sponsored general hospitals 
and appropriating vast sums of money for their 
creation and operation has been and is being 
studied for presentation to Congress. During the 
past few years, particularly since the World War, 
we have witnessed an acceleration of government 
activity in the hospital field, some of it warranted, 
I am sure we will agree. Thus far activity in this 
connection, to a very large extent, has been con- 
fined to institutions for war veterans and ex- 
service men. Recently, however, there has been 
much agitation on the part of government for the 
construction of a system of general hospitals so 
that hanging over our heads is the specter of tax- 
financed competition. 


What the effect will be if the plan materializes 
is not pleasant to contemplate. Growth and de- 
velopment of voluntary hospitals have been re- 
tarded during the depression years due to a lack 
of adequate financial support for the treatment, 
care, teaching and research activities that consti- 
tute their normal function. Competition by gov- 
ernment will further hinder their effectiveness to 
the point that teaching in its various phases will 
be gradually transferred to their competitors for 
in those hospitals will be found the best clinical 
material and teaching equipment so essential to a 
hospital educational program. 


Education Trends 

Let us explore the matter of education trends. 
The effect of outside influences on this vitally im- 
portant function of voluntary hospitals is becom- 
ing increasingly noticeable. The objective of gov- 
ernment, industry, and society to elevate stand- 
ards, is natural for it could not be otherwise 
among a progressive people. Our common school 
and higher education system has no superior. It 
may be said of our hospitals that in them is con- 
ducted an educational program second to none and 
of such a character that it cannot be duplicated 
for the reason that nowhere else exists the neces- 
sary material and facilities with which to teach. 


During the early days of this country, before 
the existence of the first medical college, physician 
apprentices were taught in the wards of the only 
hospital in what is now the United States. Later 
other hospitals came into being, the number grow- 
ing rapidly until now there are over seven thou- 
sands hospitals in this country. The majority of 
states now require medical students to supple- 
ment their college training with an internship 
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of at least one year in an accredited hospital to 
qualify them for examination preliminary to 
license to practice. The thousands of physicians 
admitted to the practice of medicine annually 
are dependent upon experience which only hos- 
pitals can supply, yet outside influences, particu- 
larly in Pennsylvania, are disrupting the hospi- 
tal’s normal and expected function with respect to 
this important phase of medical education. 


Elevating Medical Standards in the Hospital 

It is to the credit of organized medicine that 
largely through its initiative in cooperation with 
hospitals our medical treatment and practice 
standards have been elevated and are being main- 
tained at a high level. We have in Pennsylvania, 
as have many other states, a medical practice act 
designed primarily to protect the inhabitants 
against malpractice. A government agency is pro- 
vided for in the law charged with the responsi- 
bility of administering it. The agency is vested 
with certain discretionary powers relative to es- 
tablishing procedures and standards affecting the 
education and training of physicians. This agency 
is entitled to share credit with organized medicine 
and hospitals for elevating medical standards. 


For many years men and women have come 
from every part of the country to the medical 
schools and hospitals of this state seeking a medi- 
cal education. Postgraduate education and re- 
search have attracted physicians to our medical 
centers and lately, due to the certification pro- 
gram sponsored by the various specialty boards, 
larger numbers of physicians are seeking entry 
into our schools and hospitals. This is a trend of 
tremendous importance which will have far- 
reaching effects and nothing should be permitted 
to stand in the way of our Pennsylvania institu- 
tions enthusiastically participating in the pro- 
gram. There are indications, however, of out- 
side influences adversely affecting this program. 
Physicians from outside the state seeking ad- 
vanced training are being diverted to other med- 
ical centers because, although they function in 
the hospital identically as interns, subject to the 
strict supervision of staff physicians, they are 
considered practitioners. Pennsylvania’s loss is 
another state’s gain, but our pride in an. illus- 
trious past is such as to make us regret the pos- 
sible loss of prestige in the future. 


Newer Concepts in Nursing Education 


Another major function of hospitals is the 
training of nurses. Newer concepts are mani- 
festing themselves in this branch of endeavor, so 
much so that the trends of today, although in the 
general direction of those of yesterday, are being 
very noticeably deflected. Normally, if hospitals, 
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which provide the only means of training nurses, 
were left to their own devices, no concern would 
be felt for the future. We are ever desirous of 
elevating standards and producing graduates 
from our schools who will maintain the nursing 
profession at a high level of excellence. Looking 
at it selfishly, we need better nurses to staff our 
hospitals but that in reality is secondary to the 
pride derived from doing a job well and releasing 
a superior product for service in every walk of 
life and in every hamlet, town, and city in the 
civilized world. 


Postgraduate Education for Nurses 


There is the trend toward higher education to 
which we heartily subscribe as evidenced by the 
initiative we have taken by encouraging post- 
graduate work and providing the necessary facil- 
ities. Nurses like physicians are giving more 
consideration to the specialty aspect of profes- 
sional service. This trend, while it appears to be 
spontaneous or free from any particular influ- 
ence, is one which we should encourage. It would 
accelerate in development if our schools were en- 
dowed, or if they were subsidized as a part of 
the state educational system after the manner of 
colleges and universities. 


Tuition Charges in School of Nursing 


Within a relatively few years a marked change 
has taken place in nurse education. Not long 
ago it was the general practice to accept young 
women for training without much attention hav- 
ing been. given to entrance requirements. Now 
selections are made with great care, standards 
having been established with respect to age, 
health, and preparatory education. Compara- 
tively recently it was the practice of hospitals to 
pay student nurses a small monthly wage. Now 
there is a rapidly growing tendency not only to 
withdraw allowances but to charge a tuition. A 
few years ago the student nurse worked from 
early morning to early evening; was called out 
of bed at night for emergencies; and the most 
she could expect in the way of a holiday was a 
half day off duty each week and a short vacation 
each summer. From the day she entered train- 
ing she was obliged to sandwich her class-work 
with ward duties. Such practices are now obso- 
lete. Now the nurse must have an eight-hour day 
and a six day week. Her rest must not be dis- 
turbed at night. She must have certain hours for 
recreation and supervised study periods. She 
must have a long summer vacation and during the 
first six months of training she must devote prac- 
tically all her time to class-work, rarely appear- 
ing on the wards for bed-side nursing practice. 
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Factors Influencing the Education of the Nurse 
Unmistakably these are trends and they are 
changing the whole concept of patient care and 
nursing school management. They are, for the 
most part, very desirable changes but for some 
hospitals the transition period between the old 
and the new is too short to permit readjustments 
in an orderly manner. Frequently the result is 
confusion which breeds inefficiency. These trends 
have been influenced by two factors—natural evo- 
lution of practices within the hospitals and train- 
ing schools, and regulation by government agen- 
cies. There really is a third factor of no little 
importance. Reference is made here to the nurs- 
ing profession itself which, like the medical pro- 
fession, has become organized for the protection 
of its members and to further their interests. 


We are all interested in elevating standards of 
nursing care but I believe it is a fair statement 
to say we deplore too much outside interference 
with a problem that so vitally affects the hos- 
pitals; one that has a serious economic implica- 
tion. We are worried on the one hand by pres- 
sure for shorter days, shorter weeks, more time 
in the class-room and less time on the wards for 
students. We are harassed on the other hand by 
a similar pressure for shorter days, shorter weeks, 
higher salaries and other considerations for 
graduate nurses in our employ. These pressures 
are applied by both governmental agencies and 
organized nursing presumably on the assumption 
that hospitals have unlimited reserves of operat- 
ing funds to meet these demands at the very in- 
stant they are made. It is not a question of 
selfishness on the part of hospitals nor is it their 
desire to be adamant when there is manifested 
some resistance to trends that would, in the nor- 
mal course of events, catapult operating expenses 
far beyond income. We must be practical as well 
as theoretical and utepian-minded in matters of 
such magnitude and importance. 


This discussion. could go on endlessly. There 
is no place to draw the line because almost every 
hospital activity is being continuously influenced 
by one thing or another to produce a trend. Prob- 
ably the most pronounced trends are observed in 
the practice of medicine. Treatment procedures 
change over night as the result of the discovery 
of new drugs or the perfection of a new tech- 
nique. The scope of activity is ever broadening 
so that today we find the hospital an intricate 
organization, constantly spreading, and in com- 
munity health assuming more and more responsi- 
bility. 

Trends in Hospital Progress 

Although the fundamentals underlying hos- 

pital care remain pretty much unchanged from 
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year to year and generation to generation, the 
hospital of today is a complete stranger to the 
hospital of a half-century ago. We view with 
pride our great healing and research centers and 
justly so, for they attained their present stature 
by paralleling progress in other fields. We must 
not be unmindful, however, of the point beyond 
which the voluntary hospital may cease to pro- 
gress in tempo with other lines of activity. It 
is the point where increased operating costs may 
no longer be met from income from patients, 
who will pay only up to a certain limit, and gifts 
from benevolent persons whose contributions are 


becoming less and less instead of increasing each 
year. It is the point where our institutions be- 
come top-heavy with employees; where they find 
themselves unable to meet the demands for a 
growing list of operating equipment and scientific 
apparatus constantly being developed for treat- 
ment, research and teaching purposes. It is the 
point where tax-financed competition may no 
longer be met on an equal basis. It is where regu- 
lation and influence by outside agencies become 
too well entrenched and too powerful to overcome. 
Newer trends in the making today produce new 
concepts tomorrow. 





Hospital Week 


Protection very often is taken for granted in a 
civilized nation such as this. Most persons as- 
sume that their government will save them from 
the invader and that police forces will guard them 
from the depredations of criminals, without ask- 
ing how these protective agencies exist or what 
state of competence they are in. 


It is the same in the matter of public health. 
When a citizen is ill or injured he expects to go 
to the hospital. Why the hospital is there and 
what keeps it going doesn’t bother the average 
individual in his everyday thinking. Periodically 
it is necessary to remind communities that these 
services are not provided as a matter of course. 
The public must assume a definite responsibility 
in their continuance. 


This is Hospital Week in Grand Rapids. Local 
residents are reminded that the place of the three 
great healing institutions here is not secure with- 
out their aid. They are organizations which neces- 
sarily run at a deficit because they seek to provide 
a service for all citizens alike. This means that 
part of this service must be paid for by the com- 
munity as a whole. 


There is a very sound basis for this appeal. If 
the hospitals were operated merely for those who 
could afford to pay and if their services were 
denied to all those who could not meet the full 
cost of treatment and care, these institutions 
would not be fulfilling their functions as guard- 
ians of the community’s well being. To give full 
protection they must serve rich and poor. Free 
services are as much a protection to those able 
to pay as the paid services, for any community 
which does not serve the health of all its people 
is failing to provide real protection for any.— 
Editorial, Grand Rapids Michigan Press, May 14, 
1940. 
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A Motorized Field Hospital 


The German Red Cross has for some time been 
investigating the possibility of constructing a 
field hospital, capable of traveling long distances, 
able to take care of a large number of patients, 


- and readily adaptable on short notice. Doctors, 


engineers, and technicians have now solved the 
problem successfully. 


The motorized hospital has been constructed on 
an entirely new system, the most important points 
being the utilization of a new light metal in order 
to eliminate superfluous joints, and the standard- 
ization of huts and interior installation. 


The result is a considerable economy in weight 
—as much as seventy-five per cent—and in 
volume. The transport of the hospital requires 
not more than eight tractors and sixteen trailers. 
A third advantage is the time saved in putting up 
the huts, it being possible to put up a hut in one 
and a half hours with the assistance of seven men. 


The medical equipment fulfills all the require- 


ments of a modern hospital. The hospital contains. 


all the usual medical and surgical services, as well 
as apparatus for special treatments and its own 
staff of specialists. Four hundred patients can be 
accommodated at a time. The hospital can oper- 
ate within a radius of two thousand kilometers, 
and it is entirely independent in the matter of 
electrical power, heating, water and food supplies. 


The hospital was successfully put to a test at 
Lodz, where it fulfilled a sanitary mission of con- 
siderable importance in connection with the re- 
patriation of a number of Germans returning from 
abroad. In its thirty-two substantial huts, chil- 
dren as well as adults were given medical and 
other care according to their needs. 


April Bulletin of the “League of 
Red Cross Societies.” 
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Relationship of Public Health to Hospitals 


R. H. MARKWITH, M.D. 


concerned with the control of communicable 

diseases, and the improvement of sanitation. 
The incidence of communicable disease has been 
materially reduced, and sanitation greatly im- 
proved, which has resulted in the general death 
rate being decreased, and the span of life being 
increased. Modern public health has become far 
reaching, and today the goal of public health is to 
further reduce the incidence of not only com- 
municable diseases, but all diseases as well, and 
by so doing, further reduce the general death 
rate and further increase the span of life. 


T= Public Health of yesterday was largely 


The program of public health today begins be- 
fore the birth of an individual, and continues 
throughout his life and even after his death. 


The Hospital’s Role in the Public 
Health Program 


The hospital plays a very important part in 
assisting in these programs. Physicians and 
nurses are needed in every public health program, 
and for this reason public health must look to 
hospitals for the training of physicians and 
nurses. The laboratories of hospitals have been 
of assistance to public health, for from the re- 
search of these hospital laboratories a great deal 
has been contributed not only to the increased 
knowledge of communicable diseases, but other 
diseases as well. The hospitals have materially 
assisted the public health programs in providing 
prenatal clinics, maternity delivery services, 
tumor clinics, communicable disease units, and 
many other services. 


A close relationship exists between the Ohio 
Department of Health and all of the hospitals in 
Ohio, inasmuch as the Ohio Legislature has 
enacted statutes for the licensing of maternity 
hospitals by the Ohio Department of Health. The 
statutes further provide that all hospitals must 
submit an annual report to the Ohio Department 
of Health, and from these annual reports, the 
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Ohio Department of Health is required to certify 
the per diem operating cost of individual hospitals 
to the Bureau of Motor Vehicles, which estab- 
lishes a per diem rate that will be paid to each 
hospital by the Bureau of Motor Vehicles for the 
care of indigent individuals who have been in- 
jured by automobiles on the highways. 


The hospitals of Ohio spend approximately 
$26,000,000 each year for the care of individuals 
who are ill and in need of hospitalization. Each 
year individuals who are ill spend 5,000,000 days 
in the hospitals of Ohio. During the past year 
the average daily operating cost of the hospitals 
in Ohio for each patient was $5.26. 


The Hospital as a Community 


A hospital is a community within a community. 
The modern hospital of today frequently has as 
many, if not more, employees than patients, which 
creates a community within the hospital of two 
classes of individuals: those who are sick, and 
those who are well. 


A number of public health problems are ever 
being created within a hospital. Every new ad- 
mission to a hospital is a public health problem 
until a correct diagnosis of the condition of the 
patient can be made. The unconscious patient 
that is admitted to the emergency room may have 
meningitis, poliomyelitis, or some other com- 
municable disease. The accident case that is ad- 
mitted may be in the incubation or prodromal 
period of smallpox, scarlet fever, diphtheria, or 
some other communicable disease. The pneu- 
monia patient may have a tuberculous pneumonia. 
The enteritis patient may have typhoid fever or 
dysentery. It is for this reason that every em- 
ployee of a hospital must ever be on his guard. 


The health and welfare of hospital employees 
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should be given careful consideration. Before 
young women are accepted in schools of nursing, 
they should have a complete physical examina- 
tion, which should include an x-ray examination 
of the chest, and a complete laboratory examina- 
tion. Student nurses are of an age group in 
which tuberculosis is unusually prevalent. Many 
nurses do develop tuberculosis during their train- 
ing period. This is also true of interns and resi- 
dents of hospitals. All of the employees of a 
hospital should be required to have at least an 
annual physical examination, and those employees 
whose duties bring them in any contact with the 
preparation of food should have frequent physical 
examinations, which would include laboratory ex- 
aminations of feces for the presence of typhoid, 
x-ray examinations of the chest, and other neces- 
sary laboratory tests. 


It should be the rule of every hospital that no 
employee be permitted to come in contact with the 
preparation of food who shows any evidence of 
any type of illness. The infected hangnail, or the 
small pustule on the hand or arm, has frequently 
been responsible for an outbreak of food poison- 
ing. Every employee of a hospital should be 
trained in the basic principles of public health 
and sanitation, for they are dealing continuously 
with public health problems, in that they are em- 
ployed in a business for the purpose of helping 
people regain their health. 


The Hospital as an Example of Public Health 


A hospital should be so operated as to be an 
example of public health, not only to the patients 
of the hospital, but to the community as well. 
The community has frequent contact with the 
hospital, not only as patients, but frequently as 
visitors to patients in the hospital. Visitors quite 
frequently create a problem for hospitals, and 
children who accompany these visitors should 
never be permitted in the maternity, nursery, or 
the children’s wards. 


A great deal of equipment is required by the 
modern hospital. This equipment should fre- 
quently be checked for efficiency. The laboratory 
should be used to check the efficiency of not only 
the dressing and instrument sterilizer, but the 
mattress sterilizer, and bedpan sterilizer as well. 
Be sure you have a bedpan sterilizer, and not 
merely a bedpan washer. The laboratory of every 
hospital should frequently check the public water 
supply from the different taps throughout the hos- 
pital, even though the water is secured from a 
municipal supply. Hospitals frequently have sec- 
ondary water supplies for their boilers, which is 
derived from wells on their property. It is possible 
for these wells to become polluted, and if a cross 
connection exists between the well water supply 
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and the public water supply, there is a very great 
danger of having the entire water supply system 
of the hospital polluted. It is for this reason that 
if well water is used for the boilers, the piping 
must be separate and apart from the municipal 
system. A shut-off valve between these two sup- 
plies is not sufficient to prevent contamination. 
The municipal water supply of a hospital may 
become contaminated through back-siphonage 
through improperly installed plumbing. 


The daily cleaning and housekeeping of a hos- 
pital is a problem, and methods and equipment 
used for cleaning the corridors, rooms, and wards, 
should be frequently checked. The laboratory 
should frequently check the efficiency of the dish- 
washing and sterilizing equipment. In addition 
to keeping a control of adequate refrigeration in 
the kitchen, it is also necessary to frequently 
check the storage of dishes, glassware, and silver- 
ware, and it is well to frequently have the labora- 
tory determine the bacteria count of the dishes, 
glassware, and silverware. 


Screendoors should be placed on rooms and 
wards for typhoid fever patients, and other com- 
municable disease patients. If screens are not 
provided, the flies that have access to the dis- 
charges and secretions of these patients can travel 
over the entire hospital. In speaking further of 
equipment, I wonder if all emergency rooms really 
receive the type of equipment they need. Are 
these rooms really equipped to adequately and 
efficiently care for emergency cases? 


The lockers where the patient’s clothes are kept 
should be checked and thoroughly cleansed and 
sterilized. Proper storage equipment and well re- 
paired plumbing is the best answer for the control 
of vermin. The necropsy room should be clean, 
warm, well lighted, with running water available 
and convenient. I am quite certain many of you 
appreciate these problems and have found a satis- 
factory solution to most of them, but I do hope 
you will agree that there is a relationship of public 
health to hospitals. 


The Hospital as an Example of Better Public 
Health and Sanitation 


The public is becoming more health minded 
every day. The hospital should serve as an ex- 
ample to every community for better public health 
and sanitation. The medical profession is becom- 
ing more public health minded, and I am quite 
certain every physician on a hospital staff is de- 
sirous of assisting in its problems. 


A close relationship exists between hospitals 
and the local and state departments of health. It 
is necessary for hospitals to report their deaths 
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and births. It is necessary for hospitals to report 
all communicable disease cases to their local 
health departments. The isolation and quaran- 
tine of communicable disease cases is the re- 
sponsibility and duty of the local board of health. 
All communicable disease cases that are admitted, 
or occur within a hospital, must be reported im- 
mediately to the local health department. A mem- 
ber of the hospital personnel should be assigned 
the responsibility of notifying the local health 
department of any communicable disease. It is 
better to have a communicable disease case re- 
ported twice to the health department than not 





at all. By reporting a communicable disease 
immediately to the local health department, the 
hospital is performing a real public health service 
to the community, because by so doing the hos- 
pital is giving the local health department an 
opportunity to immediately investigate the source 
of the disease, as well as to provide control 
measures for the contacts. As the hospital and 
attending physicians and nurses are interested in 
doing everything possible for the patient, the 
health department is likewise interested in doing 
everything possible to prevent the spread of 
disease throughout the community. 





How to Be a Hospital Superintendent 
and Not Grow Old 


If you like your job and it gives you a throb 
In the well known cardiac region, 

Be nice to the docs and avoid any knocks 
To the folks, whose name is legion, 

And who give the cash that buys the hash 
And the buildings and new devices; 

And the doctors can, if they so plan, 
Get money in goodly slices. 

So be nice to them all if you seek not a fall, 
For cash can carry you through; 

And folks who get well will go through Hell 
For the hospital and for you... 


If at times there’s a nurse you would love to curse 
For an ignorant mistake, 

Just count up to ten and then over again; 
Then give the poor girl a break. 

Whenever there’s war in the M. O. R. 
And tears begin to flow, 

Don’t add to the fight; tell both they are right. 
There’s time later on to show 

Where each was wrong; and your facts are strong 
When the noises of battle are past; 

But your test systolic will be diabolic 
If you join in the midst of the blast. 


When the deficit grows, though you’re up on your 
toes 
Every minute to hold it down, 
Don’t lose your head and wish you were dead, 
And fear every Trustee’s frown. 
Remember this, it is never amiss 
To call for help when it’s needed; 
And your goodly crew will prove to you 
That it never goes unheeded. 
You cannot control the price of coal 
Or of gauze or other supplies, 
And you have to spend to reach your end. 
It’s too late when the patient dies. 
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There are cares galore for you in store, 
And also occurrences nice, 

But variety is a spice, you see; 
Few wrong things happen twice. 

You can stand the gaff if you know how to laugh; 
And for laughs there are many calls; 

For the human touch can add so much 
To the humor within our walls. 

Remember this—though there seems no bliss 
In hospital management, 

No competitors grim are out to trim 
You can take your final cent. 


You can gain a glow because you know 
That your army versatile 
Is a part of the host who do the most 
To make life here worth while; 
So don’t complain that your job is a bane. 
None better could ever be found— 
But live with your eyes ’way up in the skies 
And both feet down on the ground. 
John H. Hayes. 





After War 


Victors are bored, and victims bitterly 
Bewail the chances that have brought defeat, 
And break their swords, and on a barren tree 
Hang up their harps, and hate the bread they 
eat, 
The conquerors they serve, the impotence 
Of their weak arms against the brutal might 
Of stronger men, and most, the common sense 
That points a calm acceptance of their plight. 


When wars are over, and the struggles cease, 
The ugly rage and the dull weariness 

Are to be the once embattled awful peace. 
Victor and vanquished, in their hearts confess 

That when the bitter truth at last is said, 
The only undefeated are the dead. 

—John Kingston Fineran. 
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The Care of Tuberculosis in New York City 


ALLEN KANE, M.D. 


culous of the City of New York is provided 

for in public hospitals and sanatoria, and 
in voluntary general and tuberculosis institutions 
subsidized by the City. 


OSPITALIZATION for the indigent tuber- 


Public Tuberculosis Services 


The general hospitals maintaining tuberculosis 
services are Bellevue, City, Harlem, Kings County, 
Metropolitan and Queens General. The communi- 
cable disease hospitals, such as Willard Parker 
and Kingston Avenue, also maintain tuberculosis 
services during the low census period for con- 
tagion. Sea View and Riverside hospitals are 
tuberculosis institutions. However, at Riverside a 
small contagion service is maintained. Located on 
the grounds of Sea View Hospital is a children’s 
tuberculosis institution, and Neponsit Beach Hos- 
pital cares for a small number of tuberculosis 
bone, joint, and gland cases in children. The 
Municipal Sanatorium is located at Otisville, New 
York, and the State Hospital for Incipient Tu- 
berculosis at Ray Brook, New York. The latter 
institution allocates approximately 50 per cent 
of its beds for City cases. 


Private Tuberculosis Services 


New York Hospital and Lenox Hill Hospital are 
general hospitals which maintain tuberculosis 
beds. St. Anthony’s, St. Joseph’s, Seton and 
Brooklyn Thoracic hospitals are tuberculosis hos- 
pitals. Montefiore Hospital is a chronic disease 
institution which maintains a tuberculosis service. 
The Montefiore Hospital Country Sanatorium at 
Bedford Hills accepts City cases for tuberculosis 
care. 


As of April 1, 1940, the public tuberculosis beds 
numbered 3,519 and the voluntary institutions 
provided 1,553 beds, making a grand total of 
5,072. Seven hundred additional tuberculosis beds 
are under construction. Reported deaths from 
tuberculosis in the City of New York in 1939 were 
3,814; of these 3,494 were pulmonary cases. 
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Medical Administration and Care of Patients 


The Departmental hospitals and sanatorium 
place at the disposal of the tuberculosis patient 
well organized administrative, medical, surgical 
and ancillary services. The administrative officer 
in charge is the medical superintendent who has 
both administrative and semi-clinical duties and 
functions. Some of his basic duties are the fol- 
lowing: 


1 a) To supervise the admission, general 
care, discharge and transfer of patients. 


b) To cooperate with the medical board in 
the medical care of patients and to sub- 
mit periodic reports to the board re- 
flecting the medical work performed. 


2 To inspect and make recommendations for 
the proper maintenance of grounds, plant, 
and structures of the institution. 


3 To supervise the personnel and assign the 
personnel to duty. 


4 To inspect and make recommendations for 
the proper care and maintenance of hospi- 
tal, office, and dormitory equipment. 


5 To prepare necessary budget requests for 
food, medical and surgical supplies, tech- 
nical and mechanical equipment consistent 
with budget allowances, and with immedi- 
ate and future needs of the institution. 


6 To be responsible for all correspondence— 
official, medical, and that which emanates 
from other divisions of the hospital. 


7 To be responsible for all medical records 
and to make periodic reports to the Com- 
missioner reflecting institutional work and 
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progress and matters of departmental in- 
terest. 


At monthly intervals meetings of heads of divi- 
sions are held. Those participating are the su- 
perintendent of nurses, dietitian, director of 
social service, chief of the resident medical staff, 
resident pathologist, resident roentgenologist, ste- 
ward, director of occupational therapy, chief en- 
gineer and supervisor of buildings and grounds. 


The purpose of these conferences is to survey the. 


needs and discuss the problems of each division 
of the hospital, in order to increase the efficiency 
of the service for the welfare of the patient. 


It is also a concern of the medical superinten- 
dent and the heads of divisions to inaugurate and 
maintain infection precautions on tuberculosis 
wards. An important item is pre-employment ex- 
aminations, which include chest x-rays, in order 
to cull out potential and actual tuberculosis haz- 
ards among employees. Periodic examination of 
employees has resulted in the discovery of early 
lesions with subsequent prompt treatment and 
good prognosis. 


Each institution prepares an annual summary 
which reflects the volume and quality of work 
performed. This report includes bed capacity, the 
number of patients treated, the average daily 
census, the classification of patients on admission 
and discharge, the condition of patients on dis- 
charge, the number of pneumothorax patients, the 
number of refills, surgical report, mortality rates, 
patient days, the volume of x-ray and dental work 
performed, laboratory report, classification and 
results of therapy of special services, such as 
orthopedic, pediatric, metabolic, dermatological, 
genito-urinary, cardiology, gastro-intestinal, ear, 
nose and throat, gynecology, neuropsychiatry, al- 
lergy, general surgery and internal medicine. 


The actual care and treatment of the patients 
is in the hands of 4 visiting and resident medical 
staff. The medical board consists of visiting 
physicians only; the medical staff includes visit- 
ing, associate, assistant, and clinical assistant 
visiting physicians. The medical superintendent 
is a board member ex-officio. Regular meetings 
of the medical board are held for discussion of 
policies of treatment, the presentation of the med- 
ical superintendent’s report which reflects the 
volume and quality of work performed during the 
current period, discussion of interesting case his- 
tories and ex-ray studies, review of the special 
functions of the institution, such as laboratory, 
medical library, investigative work and appoint- 
ment of professional personnel. Subcommittees 
of the medical board, such as committees on rec- 
ords, medical library, laboratory and research, 
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tend to keep alive and to round out the educa- 


’ tional program of the hospital. 


The visiting physicians are, in the main, spe- 
cialists in tuberculosis. However, other specialties 
are represented, as noted above. These specialties 
serve to enrich the training of the resident med- 
ical staff and also to meet the needs of patients 
requiring special clinical services. 


Regular medical-surgical and pathological con- 
ferences, in which the visiting and resident med- 
ical staffs participate, constitute a most important 
and effective teaching activity. The tuberculosis 
patient is considered a medical problem primarily 
and, if surgery is indicated, the patient is given 
the benefit of the joint medical-surgical opinions 
as expressed in the conference before he is turned 
over to the surgeon. It might be well to mention. 
that, in addition to artificial pneumothorax ther- 
apy, the tuberculosis hospitals and the major 
tuberculosis services perform all forms of thoracic 
surgery. 


The Department of Hospitals has studied de- 
sirable ratios of physicians and nurses to patients. 
The New York Tuberculosis and Health Associa- 
tion proposes the ratio of 1 physician to 50 pa- 
tients. This requires modification, depending on 
the type of patient and of therapeutic activity. 
The increase in thoracic surgery indicates a 
higher ratio of physicians to patients. 


In the Department of Hospitals nursing re- 
quirements are stated in terms of nursing min- 
utes, for example, 104 nursing minutes is allowed 
for acute bedside care; the allowance is altered 
for ambulatory patients. 


Under ordinary conditions a standard regular 
diet or slight modification thereof is consistent 
with patient needs. However, special diets are 
provided for complicated cases, such as diabetes, 
metabolic disorders, and intestinal tuberculosis. 


A social service unit helps to meet the socio- 
economic problems of the patient while in resi- 
dence. Investigation of the home conditions and 
referral of contacts for examination are essential 
features of the tuberculosis program. 


Occupational therapy is an integral part of the 
treatment of tuberculosis patients. This service 
provides controlled work for patients who are 
physically able. The department aims to make 
occupational therapy more purposeful, and thus 
to aid the patient to adjust himself in industry 
following his discharge. 


An educational program consisting of lectures 
on the transmissibility of tuberculous infection, 
necessity for early and adequate treatment, epi- 
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demiology, symptomatology, diagnosis, treatment, 


after-care and rehabilitation, extended to pa- 


tients, hospital employees, undergraduate medical 
students, private practitioners and public forums, 
is an accepted institutional function. Tuberculosis 
hospitals and sanatoria provide motion pictures, 
radio, circulating library facilities, newspapers, 
periodicals and other forms of entertainment for 
patients. 


Patients who have reached the stage of clinical 
arrest are presented by the resident medical staff 
to the visiting physician for discharge. Prior to 
discharge, the patient is instructed regarding 
after-care; he is then referred to an. out-patient 
clinic for follow-up supervision. 


Out-patient Department Tuberculosis Clinics 


The tuberculosis clinic provides for follow-up 
examination and observation of discharged pa- 
tients, continues refills for discharged ambulatory 
artificial pneumothorax patients, acts as a feeder 
for tuberculosis services, hospitals and sanatoria, 
and arranges for examination. of contacts. Aside 
from artificial pneumothorax refills, the treatment 
afforded by the clinics is almost entirely advisory 
in character, pending the admission of the tuber- 
culosis patient to a suitable institution. The social 
service worker supplements the medical activity 
of the clinic patient by home visits, aids in the 
social-economic readjustment of the family to 
meet the new situation, and encourages periodic 
examination of “contacts.”” The Department of 
Hospitals has twelve tuberculosis out-patient 
clinics. These are located in the out-patient de- 
partments of Department general hospitals. 


Tuberculosis Admissions and Waiting List 


Each borough of the Greater City of New York 
is served by a Tuberculosis Admission Bureau. 


Agencies which refer patients for admission 
include independent Health Department Clinics, 
Department of Hospitals clinics, voluntary hospi- 
tals, private physicians, and welfare agencies. 
Residents of the City of New York are free to 
present themselves at the Admission Bureau for 
examination, and consideration for admission if a 
diagnosis of tuberculosis has been made. 


Application Cards 


The application card, when properly filled out, 
contains necessary data submitted by the refer- 
ring physician or agency, thereby enabling the 
Tuberculosis Admission Bureau to classify the 
patient’s pulmonary condition, note complications, 
determine the urgency of admission and assign 


68 





the patient to a suitable institution for his care. 
Uncomplicated minimal to moderately advanced 
tuberculosis and uncomplicated post-operative 
thoracoplasty cases are considered for sanatorium 
care. 


Verification of legal settlement in the City of 
New York and the socio-economic status of the 
applicant is the function of the Department’s 
Division of Investigations. These data are re- 
corded on the obverse side of the application card. 
While it is a regular procedure to verify the 
patient’s legal residence and financial ability to 
pay for his care, the patient may be admitted 
immediately, if the clinical condition is urgent, 
and the investigation made following admission. 


Policies of Admission 


Applicants who are acutely ill are referred for 
immediate admission to tuberculosis services of 
general hospitals, pending transfer of the patient 
to a tuberculosis hospital or sanatorium. Subse- 
quent to the patient’s admission to the tubercu- 
losis service, an application is usually forwarded 
to the Tuberculosis Admission Bureau by the gen- 
eral hospital for the transfer of the patient to a 
tuberculosis institution. Also, tuberculosis hospi- 
tals refer suitable patients for sanatorium care 
through the Admission Bureau. 


While the application cards are received and 
filed in chronological order, the clinical picture of 
the applicant determines the order of admission. 
Preference is given to patients with positive spu- 
tum and young adults with active disease, so that 
the waiting time for these types is fairly short. 
Applicants who have small stable lesions or slight 
productive changes, with negative sputum and 
practically no symptoms, have a longer waiting 
time. 

Preventoria 


The Department of Hospitals subsidizes beds in 
two tuberculosis preventoria, namely, The Tuber- 
culosis Preventorium for Children, Farmingdale, 
New Jersey, and the Saint Agatha Preventorium, 
Nanuet, New York. Children in the age group of 
4 to 14 years are referred for this form of care 
by the Department of Health and the Department 
of Hospitals clinics, and by welfare agencies. .The 
condition for admission is the presence of a posi- 
tive Mantoux; the contact may or may not be 
known. Prior to admission the applicant is 
x-rayed, and examined by a physician of the De- 
partment of Hospitals for evidence of contagion 
or acute infectious disease. The usual length of 
stay is three months. However, a request for 
extension may be made, if indicated on medical 
grounds. 


A total of 10,443 applications, of which 1,225 
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were forwarded for preventorium care, cleared 
through the Tuberculosis Admission. Bureau dur- 
ing 1939. 


Office Routine and Procedures 


Reporting of Vacancies—Each morning the 
clerk contacts public tuberculosis hospitals and 
private tuberculosis hospitals subsidized by the 
City, as to vacancies available for that day. The 
vacancies obtained are apportioned to the tuber- 
culosis services of the general hospitals and to 
the applicants on the waiting list. 


Waiting List—The waiting list is divided into 
the non-hospitalized waiting list, which consists 
of patients who are at home awaiting notification 
from the Tuberculosis Admission Bureau, and the 
hospitalized waiting list, which consists of tuber- 
culosis patients in general hospitals for whom 
requests for transfer to a tuberculosis hospital or 
sanatorium are made to the Tuberculosis Admis- 
sion Bureau. 


Transfer of patients from one tuberculosis in- 
stitution to another is discouraged except for 
medical and surgical reasons. For example, a 
patient admitted to a sanatorium may subse- 
quently need a thoracoplasty. In that event, the 
patient may be transferred to a tuberculosis hos- 
pital with a thoracic surgical service. Also, a 
patient may be admitted to a tuberculosis hospital 
and later become suitable for sanatorium care, in 
which event a request would be made for the 
transfer of this patient to a sanatorium. 





' Permits—A permit may be issued for an appli- 
cant to be admitted to a private tuberculosis insti- 
tution subsidized by the City. This permit indi- 
cates that the City regards the patient as a proper 
public charge. The institution submits the permit 
along with its bill for payment of the City’s per 
capita per diem allowance to collaborating volun- 
tary or non-municipal institutions; this allowance, 








for tuberculosis patients, is $1.75 for each day of 
institutional treatment. 


Permits may be mailed directly to the patient 
at home, or to the hospital which submitted the 


application. 


Filing—Notices of admission, discharge, and 
death are forwarded by each institution to the 
Tuberculosis Admission Bureau. These notices 
are attached to the individual’s record and become 
a part of a master file which, for reference pur- 
poses, gives much pertinent information. Each 
case is recorded in numerical order in a daily 
application register, and is also recorded on an 
index card which contains the name, age, resi- 
dence, date of admission to the institution and 
date of discharge. These cards are filed alpha- 
betically and are used as reference to the history 
card and other correspondence relating to the 
applicant. 


Reports—Periodic reports are compiled which 
contain the number of applications received, 
sources of referral and disposition of the applica- 
tions, waiting list totals, institutional capacity 
and institutional census. 


Summary 


An attempt has been made to outline briefly the 
facilities for the care of the indigent tuberculous 
of the City of New York and the manner of their 
use. The organization is so designed as to facili- 
tate the admission of the patient, and to provide 
adequate treatment and after-care supervision. 
The objectives are, first, to meet the clinical needs 
of tuberculosis patients on an individual basis, 
second, to reduce the incidence of infection and 
disease in the community, and, third, to restore 
the patient as a self-sustained social-economic 
unit. The existence of a waiting list of known 
cases shows that the present facilities are not 
wholly adequate. 
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Gifts and Bequests to Health in Six Large Cities 
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% Based on Tabulation of gifts and bequests in New York, Chicago, Washington, Philadelphia, 
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With Honor and Distinction 


On June 24, 1915, in the assembly hall of St. 
Francis Hospital, Milwaukee, the Catholic Hos- 
pital Association of the United States and Canada 
was Officially organized. 


Its first President was the Rev. Charles B. 
Moulinier, S.J.. who in his time contributed as 
much or more than anyone then living to the pro- 
gram of hospital standardization. 


The primary purpose of the Association, as de- 
fined by its constitution, was: “To promote the 
medical, social, economic and religious develop- 
ment of its members, and to further the scientific 
efficiency and skill in hosptal management and the 
further education of the whole hospital per- 
sonnel.” 


And so began a quarter of a century of honor- 
able and distinguished service. The Association 
celebrated its Silver Jubilee at its 1940 conven- 
tion in St. Louis. For a quarter of a century the 
Catholic Hospital Association has fostered the de- 
velopment of its member institutions. It has 
assisted in improving and extending their service 
to the sick, promoting religious, cultural, and pro- 
fessional training of physicians and nurses. 


The Sisterhoods, under whose administrative 
control these excellent institutions have been de- 
veloped, make constantly available twenty thou- 
sand Sisters, dedicated to the service of nursing 
the sick. They have built their temples of service 
in more than seven hundred cities and smaller 
centers on this continent, laboring without per- 
sonal pecuniary return, receiving their reward in 
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the gratitude of the sick they serve and in the 
appreciation of the people among whom their hos- 
pitals are located, and with whom they work. As 
gentle ministers to both the body and the soul, 
these Sisters have brought peace and hope to a 
multitude of our people. 


With the Diocesan Directors of Hospitals to ad- 
vise, counsel, and coordinate their service, they 
have conducted “homes of mercy” wherever they 
have labored, whether in the storm and stress of 
metropolitan centers, or on the far-reaching fron- 
tiers of our rural population. 


Since 1928, the Rev. Alphonse M. Schwitalla, 
S.J., Ph.D., distinguished as an educator, phil- 
osopher and scientist, has been President of the 
Association. Happily the Reverend Father cele- 
brated the twenty-fifth year of his ordination as 
a priest at his Association’s Silver Jubilee. The 
measure of his accomplishments in the medical 
and hospital field is gauged by the accomplish- 
ments of. the Catholic Hospital Association and 
the great medical school of which he is Dean. 


The contribution of those selected to direct the 
Association, as great as it has been, is not of 
larger value than the contribution which the Sis- 
ters have made to hospital administration, nurs- 
ing education and nursing practice, social and 
welfare service, and the myriad activities in which 
the Sisters have been engaged during the past 
quarter of a century. They have constituted a 
group of leaders distinguished in every field of 
their endeavor. To them is due the great develop- 
ment of the hospitals in which they have played 
so important a part. 









The men and women who compose the Catholic 
Hospital Association of the United States and 
Canada, the service which their hospitals provide, 
their work and their lives, their influence and their 
example, form one of the potent forces, from 
which hope and confidence and security will be 
again established in this disordered world. 





Hospital Councils 


Hospital councils have been organized and are 
efficiently functioning in sixty-five metropolitan 
centers and rural areas in the United States. It 
is significant that the development in hospital 
service and the improvement in hospital operation 
have been important results obtained in the 
areas in which our hospital councils have been 
instituted. 


Coordination of activities, betterment of ac- 
counting methods, concentration of purchasing 
power, improvement in public relations, and uni- 
formity in business procedures -are direct accom- 
plishments of a majority of the established 
councils. 


The hospital council is a development of regular 
informal meetings of the hospital administrators 
in different cities or districts, assembled primarily 
for the discussion of intramural problems. Twen- 
ty-five years or more ago these administrators’ 
meetings were events in the administrators’ 
schedule that contributed to the better apprecia- 
tion of the hospitals’ role in the public welfare 
and social betterment activities of their communi- 
ties as well as in a desired unanimity of the hos- 
pitals’ contribution to community security. Grad- 
ually the administrators appreciated the desira- 
bility, indeed the necessity, of bringing into their 
groups representatives of the public, of the busi- 
ness and professional elements of their communi- 
ties, and more particularly the boards of trustees 
and financial friends of their institutions. 


And again the interests of the hospitals were 
coordinated with the interests of the different 
community elements represented in our hospital 
councils. The direct results of the work of the 
councils were all that the hospital administrators 
had anticipated and more. 
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For many years a leading activity of the Ameri- 
can Hospital Association was the encouragement 
of the formation of hospital councils in areas in 
which they were not already established. Through 
the efforts of Mrs. A. C. Bachmeyer and the per- 
sonal attention she gave to council organization, 
many additional councils were instituted. For 
many years a hospital administrator in her own 
right, a recognized authority in the hospital field, 
with a thorough knowledge of the problems of the 
hospital and their importance to the public, Mrs. 
Bachmeyer assisted in the organization of hos- 
pital councils, advised and counseled with them, 
and promoted their efficient operation in many of 
our cities. 


Hospital councils are just as important to our 
institutions as similar councils are important to 
the best development of the objectives of closely 
affiliated groups, of people in the business, social, 
professional and philanthropic life of the com- 
munity. The benefits resulting to hospitals offer 
abundant proof of their value. The best interests 
of the hospital is their chief concern. The hos- 
pital and its progress is the reason for the hos- 
pital council and the results of its activity en- 
hance every hospital effort. 


Councils in rural areas accomplish as much for 
their member hospitals, proportionately, as the 
councils in our cities accomplish for their institu- 
tions, and they should be established in every 
rural district. 


The growth in the number of hospital councils 
is the finest contribution which ‘our hospitals can 
make to their own progress, their security, and 
their permanency. 





Public Relations 


Sessions of discussions on hospital public rela- 
tions at the Tri-State Hospital Assembly in Chi- 
cago this spring disclosed complete agreement 
that without good service in the hospital, there 
can be no effective public relations program. 


Space in the newspapers, time on the air, talks 
from the lecture platform—these are valueless over 
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a period of time unless what is told through these 
media is substantiated by complete realization of 
expectations when members of the public become 
patients, or visit patients, in the hospital. 


Hence, it is sound practice to adapt the “charity 
begins at home” idea to public relations. The first 
and the most fundamental step in improving pub- 
lic relations is to improve service. The second is 
to arouse public relations consciousness among the 
personnel. The third is to find ways and means 
for utilizing this consciousness as completely and 
by as many members of the organization as pos- 
sible. The utmost development of hospital re- 
sources, material and personal, should logically 
precede and accompany publicizing them. The 
responsibility and the credit for good public rela- 
tions belong to everybody in the hospital. 


The girl at the switchboard, the person at the 
admitting desk, the boy who runs the elevator— 
are, quite often, interpreters of the hospital to the 
public simply through their manner and attitude. 
The nurse, the intern, and the doctor offer deeper 
interpretations, and by them, often, the hospital 
as a whole is judged. The public relations pro- 
gram should be based on what a hospital has to 
offer; in and of itself it has little meaning. It 
functions best when it is “a spirit of reaching out 
to serve” that permeates the entire organization. 


There is a distinctive aspect of public relations, 
however, that deserves consideration. Part of the 
value of having a public relations program, di- 
rected by a person who has had experience in this 
field, is to have someone in the organization who 
is supposed to view everything that goes on in- 
side, through the eyes of the outside world. Con- 
sciously and unconsciously he will impart a sense 
of relationships to those whose duties in the hos- 
pital are so arduous that they naturally acquire 
an overbalanced idea of the importance of hospital 
work compared with other fields. After all, many 
an agency in the community besides the hospital 
is performing public service, and hospital people 
need to view their work as it fits into the entire 
effort to make the world a better place in which 
to live. 


It is as important a part of the public relations 
program to influence cooperation with other con- 
structive agencies in the community as it is to 
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seek to win good will for the hospital as an in- 
dividual institution. In fact, hospitals are gain- 
ing prestige and support through active partici- 
pation of their administrators and other personnel 
in community affairs—and not all necessarily 
within the confine of health promotion. 


One of the reasons why it is necessary today 
to devote so much effort to creating better public 
understanding of the aims and accomplishments 
of the medical and allied professions is that in 
the past they have had too strong a tendency to- 
ward professional aloofness. At least, it looked 
like aloofness to the public, actuated though it 
usually was by absorption in work and problems 
more exacting than those with which the major- 
ity of people are directly concerned. The work of 
our hospitals and doctors will not advance as it 
should unless the appearance of aloofness is re- 
placed by an obvious and sincere desire to mingle 
to a reasonable degree in economic, political, edu- 
cational and social welfare activities in order to 
promote the greatest good for the greatest num- 
ber of people. 


All of the various groups in society today are 
mutually interdependent upon each other. We have 
to do our share of supporting the other groups if 
we want them to support us. Public relations 
effort in the aggregate can be an amalgamating 
force for more effective social functioning of all 
groups and institutions working for progress. 
Publicity is one of its tools for interpretation. The 
winning of good will of—in the case of hospitals— 
present and prospective patients and donors, is its 
direct, immediate objective. In this growing need 
and desire to place our organizations and institu- 
tions in a clearer light to the public it may be well 
that we have found a key that will open many 
doors to new and greater opportunities to serve 
through better correlation of effort. The tangled 
state of society due to complexity of organization 
may be overcome by the groups using the same 
principles in working together that they use in 
welding their membership into a harmonious unit, 
and impetus to this smoother relationship seems 
not unlikely to come through the common need to 
gain public favor. 


A specific example, on a small scale, of coopera- 
tive public relations effort would be the inclusion 
of hospitals in the literature sent out by the local 





73 












chamber of commerce to depict the advantages of 
the community as a good place in which to live. 
This may have more far-reaching effects than 


direct hospital publicity, effects expressed ulti- 


mately in patronage and gifts. Often this aspect 
of public relations effort is neglected. Hospitals 
were overlooked, for instance, in a recent state 
resources edition of a newspaper in one of our 
large cities. Schools, churches, museums, indus- 
tries, homes—everything was included that had a 
bearing on the prosperity and happiness of the 
people except that factor necessary for both— 
their health. In relation to this, all that it oc- 
curred to the editors to include was climate, to a 
discussion of which they gave considerable space. 


There is lack of public consciousness of the 
part medical science plays in keeping the people 
well and happy. Perhaps in that state, hospitals 
and the medical profession have been remiss in 
acknowledging the support of business interests 
and the support of the press, which have helped 
to make it possible to serve the sick and injured 
regardless of their ability to pay. Through the 
kind of public relations effort that transcends the 
immediate publicity motive—that is built on an 
ideal of hospital service properly linked with other 
services in the community and nation—the public, 
largely through their organized groups, are given 
opportunity for glimpses behind the scenes in our 
institutions in order that they may better appre- 
ciate the work that is going forward and may 
learn how to unite to further it for the ultimate 
good of all. M. T. M. 





Sound Surgical Procedures 


“We have adopted a rule on this service 
that all operative cases of election, excluding 
emergency cases, have a record of examina- 
tion by two members of the visiting staff 
recommending operation.” 


This statement in the annual report of the Ford- 
ham Hospital deserves careful consideration by 
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all administrators and surgical staffs alike. Ford- 
ham Hospital is a unit of the Department of Hos- 
pitals.of the City of New York. The rule, there- 
fore, is not designed to curb the commercial urge 
which misguided laymen and stale jokes too often 
attribute to the surgeon. It is definitely designed 
for the protection of the patient. It is a long, for- 
ward step in protecting him from the hazards of 
a surgical operation, the necessity for which may 
be debatable. It will inevitably lead to a more 
thorough study of the patient’s condition and the 
various procedures possible for its correction. In 
any case, the opinions of two men are better than 
of one. 


There are, in almost all surgical cases, so many 
intangibles which must enter into the decision as 
to the best line of procedure, and so many consid- 
erations that do not admit of categorical state- 
ment that the decision becomes a matter of 
ripened surgical judgment. This ripened surgical 
judgment is exemplified in the surgeon who knows 
when not to operate rather than when and how to 
operate. It spells the difference between the truly 
mature and conscientious surgeon and the merely 
“skillful operator.” 


The members of the professional staff of the 
public charity hospital are not paid for their serv- 
ices, even though the service they render makes 
serious inroads into their earning time at a period 
of their career when their own economic status 
may be a matter of serious concern. The chief 
attraction such a position offers is the opportu- 
nity it gives them for professional development. 
Under normal conditions, the surgeon in charge of 
a case will call, as the second man or consultant, 
a senior staff member having the best experience 
with cases of the same type. This rule serves to 
assure definite educational return to the surgeon 
in charge in every instance. 


Thus the major interests of the community and 
of the hospital are best served. The patient is 
assured of the best care available. The surgeon in 
charge is assured of an educational return from 
every patient treated. 
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pital Association held its midyear session at 

the headquarters of the Association, 18 East 
Division Street, Chicago, Saturday, June 15. The 
Committee on. Coordination of Activities was in 
session on June 14, and the recommendations 
which this Committee adopted were presented for 
action by the Board of Trustees. 


Te Board of Trustees of the American Hos- 


The full membership of the Board of Trustees 
was in attendance. 


PRESENT: 
Fred G. Carter, M.D. 
Asa S. Bacon 


B. W. Black, M.D. 

Rt. Rev. Msgr. M. F. Griffin 
Ada Belle McCleery, R.N. 
Christopher G. Parnall, M.D. 
Henry M. Pollock, M.D. 
George D. Sheats 

Ellard L. Slack 

Donald C. Smelzer, M.D. 
Frank J. Walter 

Peter D. Ward, M.D. 


IT WAS VOTED: That the minutes of the meet- 
ing of February 12, 1940, be approved. 


The Executive Secretary presented the Resolu- 
tions adopted by the Hospital Association of New 
York State with its request that these Resolutions 
be referred to the Board of Trustees of the Amer- 
ican Hospital Association. 


The first resolution outlined the desirability of 
the compilation of factual data in connection with 
hospital facilities, including the number of avail- 
able beds, arrangements for training of needed 
personnel, the proportion of the medical person- 
nel, which could be made available for military 
service, and other information which might be 
placed at the disposal of the Government in the 
existing or any future emergency. 


IT WAS VOTED: That the Board of Trustees ap- 
prove the recommendation that the Council on 
Government Relations undertake the task of se- 
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The Board of Trustees of the American Hospital 
Association—Midyear Session 


curing and compiling, through state hospital asso- 
ciations and otherwise, such data concerning 
facilities and services of hospitals as may be re- 
quired in a national defense program. 


The second resolution. adopted by the Hospital 
Association of New York State and referred to 
the Board of Trustees was in connection with the 
Mead Bill, appropriating three hundred million 
dollars for the support of public welfare projects, 
the money to be used by way of loan on a long 
term basis and at a low interest rate, one hundred 
million dollars of which sum is to be allocated for 
the purpose of loans to hospitals; and requested 
the endorsement of the American Hospital Asso- 
ciation of this Bill; that the endorsement of the 
American Hospital Association of the Mead Bill 
be a matter of record; and that the Association 
continue to support this legislation. 


IT wAS VOTED: That the endorsement of the 
Mead Bill by the American Hospital Association 
be a matter of record, and that the American Hos- 
pital Association continue support of this legisla- 
tion. 


The Executive Secretary was instructed by the 
Board to make suitable recognition of the action 
of the Hospital Association of New York State in 
inviting the American Hospital Association to 
hold its 1942 convention in Buffalo. 


IT WAS VOTED, upon recommendation of the 
Committee on Coordination of Activities: That 
Dr. W. P. Morrill be the representative of the 
American Hospital Association on the Committee 
on Explosion Hazards in Hospitals established by 
the Chicago Institute of Medicine, and 


IT WAS VOTED: That the Board of Trustees ap- 
prove the appointment of the members of the va- 
rious committees of the Council on Hospital Serv- 
ice Plans as listed. 


IT WAS VOTED, upon recommendation of the 
Committee on Coordination of Activities: That 
the Board of Trustees approve the printing of the 
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“Substantive Provisions of a Hospital and Clini- 
cal Law.” 


IT WAS VOTED, upon recommendation. of the 
Committee on Coordination of Activities: That 
the “Manual on Bookkeeping Procedures for 
Small Hospitals” be printed as soon as completed 
and approved by the Chairman of the Council on 
Administrative Practice. 


IT WAS VOTED, upon recommendation of the 
Committee on. Coordination of Activities: That 
M. H. Eichenlaub, superintendent of the Western 
Pennsylvania Hospital, Pittsburgh, be appointed 
to the Committee on Purchasing; and that Dr. 
Albert W. Snoke, of Rochester, New York, be ap- 
pointed a Committee of One on the Standards for 
Sterilization Techniques. 


IT WAS VOTED: That Miss Mildred Schumacher 
be appointed as Chairman of the Hospital Li- 
braries Committee of the American Hospital As- 
sociation. 


The Chairman of the Committee on Award, 
Asa S. Bacon, reported that the Committee recom- 
mended to the Board the selection of Dr. S. S. 
Goldwater, Commissioner of Hospitals of the City 
of New York, as recipient of the Award of Merit 
to be conferred in 1940. 


IT WAS VOTED, unanimously: That the report 
of the Committee on Award be approved. 


IT WAS VOTED: That the advertising columns 
of HOSPITALS be available to the Hospital Bu- 
reau of Standards and Supplies on the same basis 
and the same editorial reservations as other ad- 
vertisers. 


The proposal of Max Rabinoff and a philan- 
thropic sponsor to organize a concert tour to be 
known as the “Festival of Fine Arts,” the pro- 
ceeds of which would go to hospitals in the cities 
in which the “Festival” was staged, was brought 
to the attention. of the Board of Trustees. 


IT WAS VOTED: That a committee, consisting 
of Dr. William H. Walsh, Chairman, Asa 8S. Bacon, 
Miss Ada Belle McCleery, and Dr. Bert W. Cald- 
well be appointed to confer with Mr. Rabinoff in 
connection with the proposal, and to cooperate 
with him in the event that the Committee ap- 
proved this project. 


The communication of Dr. N. W. Faxon. was 
presented to the Board, relative to the indiscrim- 
inate use of the seal of the American Hospital 
Association by people unauthorized to do so. 


It wAs VoTED: That the Committee on By- 
Laws be asked to define the uses of the insignia of 
the American Hospital Association and incor- 
porate appropriate regulations for its use. 


The Committee on Simplification and Standard- 
ization of Hospital Furnishings, Supplies and 
Equipment reported that the “Manual on Speci- 
fications” will be ready for publication within the 
next sixty days and the Committee has asked that 
Dr. W. P. Morrill be designated the coordinator 
in arranging the manual in its final shape for 
publication. 


Asa S. Bacon, Chairman of the Membership 
Committee, reported the progress of the institu- 
tional membership campaign, and advised that 
the Association has had a net increase of 172 ap- 
proved institutional members since the Conven- 
tion in Toronto. 


It WAS VOTED: That the State Hospital Asso- 
ciations of Arizona and Illinois be granted ap- 
proval for affiliation as sections of the Associa- 
tion, and the Georgia Hospital Association be 
granted provisional approval. 


The communication of Dr. Winford H. Smith 
was presented to the Board of Trustees, relative 
to Federal legislation making available the sum 
of fifty million dollars for the work of the volun- 
tary hospitals of the country in the national emer- 
gency, to carry the added burdens of expense in 
training of additional doctors, nurses, technicians 
and other hospital personnel for military hospitals 
as well as to provide sufficient personnel for the 
care of the civilian sick. The Board of Trustees 
was in agreement that such legislation as sug- 
gested by Dr. Smith be supported, and that the 
matter be referred to the Joint Advisory Com- 
mittee of the three national hospital associations 
for further action. 


The Board of Trustees adjourned to meet at the 
call of the President. 
Respectfully submitted, 


BERT W. CALDWELL, M.D. 
Executive Secretary 
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Modern Trends in Hospital Planning and Equipment 


WILLIAM HENRY WALSH, M.D., F.A.C.P. 


HE changes that have taken place in the 
T pining of hospitals during the last forty 

years are so vast that today the modern hos- 
pital bears little resemblance to its counterpart 
of the early twentieth century. The development 
of the functional, architectural, and engineering 
changes has closely followed, and sometimes has 
even preceded, the acceptance of newer methods 
of diagnosis and treatment and it is noteworthy 
that as scientific advances are made, an increasing 
proportion of the area of the hospital has been 
required for other than actual bed facilities. 


While some of the changes in hospital design 
proposed in recent years have been sound, others 
have been made without due consideration or 
appreciation of their functional results. A marked 
tendency has been to copy blindly. one plan from 
another, thereby repeating and perpetuating mis- 
takes that may occur. We should be on guard 
against following, like a flock of sheep, the designs 
used by others without careful inquiry. The asso- 
ciation of the names of prominent architects with 
certain projects too often is accepted as sufficient 
proof of their soundness, whereas careful analysis 
may disclose glaring imperfections. Regardless 
of the extent of the experience of those concerned 
with planning hospitals, each new project is a 
separate and distinct problem demanding an in- 
tensive knowledge of the historical background, 
the type of prospective clientele, the caliber and 
capabilities of the professional attendants, the 
customs and practices in vogue, and innumerable 
other local variants, which, combined, affect both 
the architectural and functional design of the 
institution. 


Hospitals, like individuals, have distinct per- 
sonalities which have been shaped either by tra- 
dition or by those most active in guiding their 
destinies. It is vitally important, therefore, in 
replacing an old hospital by a new one that care 
be taken to preserve those precious ideals and 
intangible values which give an institution its 
character. Many of us have known of old institu- 
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tions, richly endowed with the spirit of friendli- 
ness and benevolence, which, after transference to 
new and imposing structures, have acquired an 
atmosphere of cold, impersonal austerity. 


During the last twenty years, up to the begin- 
ning of the economic disturbance, hospital con- 
struction in America had proceeded with feverish 
haste and many new: institutions were brought 
into existence without those careful preliminary 
studies with respect to public convenience and 
necessity, sound financing, and careful, economical 
planning which deserve grave consideration be- 
fore institutions claiming che right to tax exemp- 
tion and voluntary support are brought into 
existence. 


The economic depression found the country 
with many recently constructed hospitals whose 
financial setup was unsound and whose necessity 
was and still is questionable, while, at the same 
time, the occupancy rate of all hospitals, particu- 
larly those catering to pay-patients, dropped so 
low, because of inability of the people to meet the 
charges, and income from endowments and volun- 
tary subscriptions had so decreased, that even 
some of the most heavily endowed hospitals have 
had a difficult time to make ends meet. 


Judging from the present demand, there ap- 
pears to be an excess of hospital beds in some 
communities, but it must be remembered, how- 
ever, that this is not an accurate guide to actual 
needs. Under present economic conditions many 
people who need hospital care are either unable 
or unwilling to incur the expense of such service, 
with the result that domiciliary care is not de- 
creasing in many localities. There can be little 
doubt that if all people who require the facilities 
and diagnostic aid available in hospitals’ were able 
to utilize them, there would be in many places an 
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actual shortage where beds are now empty. It is 
altogether likely, therefore, that unless and until 
the costs of medical care are brought within the 
means of people of moderate income, either by the 
increase of the earning capacity of the masses or 
by plans now being proposed for spreading the 
cost by group contributory schemes, there will 
continue to be a slump in hospital occupancy and 
of construction during the next few years, par- 
ticularly institutions of the so-called “voluntary 
type.” 


On the other hand, there is a distinct tendency 
in the direction of expanding tax-supported hos- 
pitals to meet the demands of low income wage 
earners and the medically indigent, and there are 
well organized groups in all parts of the country 
advocating the philosophy that the public should 
not be dependent upon philanthropy for hospital- 
ization; that it would be more economical to pro- 
vide the facilities for the care of the sick by public 
taxation, and that such institutions, so essential 
to the public welfare, should be under the control 
and subject to the dictation of the people, rather 
than the domination of private interests which 
are not subject to public scrutiny, sometimes not 
readily responsive to changing social and eco- 
nomic conditions, and occasionally are unable to 
show sufficient charitable performance to warrant 
exemption from taxation. 


In continental Europe, Scandinavia, Mexico, and 
most of the Central and South American coun- 
tries, public ownership of hospitals is almost 
universal and a tendency in that direction is very 
noticeable in Canada. It will not be surprising, 
therefore, if public ownership of hospitals should 
be much further extended in this country and, in 
anticipation of that apparently inevitable move- 
ment, it would be wise for the medical profession 
and all of its ancillary branches, as well as for 
the people themselves, to influence the course of 
events so that the blighting effect of partisan po- 
litical manipulation shall be eliminated by some 
system of delegated administrative control. 


The recently published report of the National 
Health Conference and other recent Federal and 
state activities concerned with social security, 
and the President’s plans for the extension of 
hospital facilities to rural communities will un- 
doubtedly influence future hospitalization, par- 
ticularly with respect to the development of new 
institutions and the affiliation of those already in 
existence, so as to provide a more complete and 
rounded service in the care and treatment of dis- 
ease to an increasing number of people. 


From the standpoint of the future construction 
of hospitals, therefore, it is altogether likely that 
there will be a decrease in the number of new 
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private hospitals, an increase in the number of 
those publicly owned, and a decided movement in 
the direction of the affiliation of small hospitals 
with the larger ones. 


The protracted period of inactivity in hospital 
construction has afforded an excellent opportunity 
to those interested in these institutions to ponder 
over past mistakes and to estimate future needs 
more carefully than has been the past practice. 
The most significant conclusion that has been 
almost universally reached is that no new hospital, 


- public or private, should be established until it 


has been clearly shown by an impartial com- 
munity survey that such an institution is actually 
required. Thus, we have some reason to hope that 
the hospitals coming into existence during the 
next decade will be of a capacity, character, and 
design suitable for the communities in which they 
are located. 


The Community Survey 


Obviously it is necessary and desirable that 
before a new water or electric plant, a school, or 
a church is established there should be some in- 
telligent consideration of the needs of the com- 
munity with respect to the utility under consid- 
eration. The same logic applies with equal, if not 
greater force to the inauguration of a new hos- 
pital program, since, without a most careful study 
of the many angles involved, the result can only 
be haphazard at best, while it may involve the 
unwise expenditure of considerable sums of 
money. 


The fortuitous establishment of hospitals with- 
out regard to specific community needs or eco- 
nomic considerations so long practiced is being 
gradually superseded, I am pleased to relate, by 
the more logical procedure of conducting careful 
community studies and securing civic approval 
prior to the launching of such projects. The trend 
in that direction has become so marked that the 
disregard of this orderly approach has recently 
doomed several proposed hospital projects to 
disaster. 


With these preliminary remarks we may now 
proceed to the consideration of those details in 
hospital planning which have been repeated a 
sufficient number of times to warrant their classi- 
fication as distinct trends. 


Architectural Design 


Of all structures the hospital is perhaps the 
most highly complicated from the standpoint of 
internal design and mechanical engineering and, 
in consequence, it is vitally important that such a 
project should be approached from a functional 
rather than structural viewpoint. That is to say, 
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it is essential that consideration of structural lines 
and facades be deferred until clear and precise 
internal functional design has been completed. 
Too often in the past an architectural conception 
has been formulated and structural lines drawn 
before any real thought had been given to the 
complex, utilitarian purposes of the building. It 
is not amiss at this time, therefore, to stress the 
importance of planning a hospital from within-out 
and it has been our experience that capable archi- 
tects can design an imposing and beautiful struc- 
ture around an ideal internal plan, however com- 
plicated it may be. In this connection it is pleasing 
to note that some of the more recent small hos- 
pitals are losing the old forbidding institutional 
lines and present the aspect of country clubs, 
recreation centers, or summer resorts. 


Mechanical Engineering 


Whereas in former years hospital boards en- 
gaged an architect under the assumption that 
competent mechanical engineering services would 
be furnished, experience has taught that in the 
construction of a hospital, which involves the 
most complex mechanical installations of any type 
of structure of this age, it is necessary and de- 
sirable for the owners to interest themselves in 
the selection of the mechanical engineer as well 
as of the architect and to reserve the right to 
pass upon the qualifications or even to indepen- 
dently select competent persons in that specialty. 
We think this trend is commendable, since the 
cost of construction may be inordinately increased 
and the future efficiency of operation adversely 
affected through the lack of competent and ex- 
perienced mechanical engineering service. 


Surgical Operating Suites 


Although it has been truly said that a good sur- 
geon with adequate assistance may be able to 
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accomplish creditable work under the most ad- 
verse physical conditions, it will be generally con- 
ceded that it is to the advantage of all concerned 
to have the surgical suite designed so that exact 
technique may be facilitated, functional efficiency 
assured, and precision equipment made readily 
accessible. 


Many of the features in the design of operating 
rooms may be standardized, but the divergence 
in technique and demands of groups of surgeons 
in widely separated areas makes it impossible to 
design a single surgical suite that will satisfy all 
hospitals; thus, the need is emphasized, in this 
instance as in all others, of studying the specific 
requirements of each institution and incorporat- 
ing therein such reasonable local variants as may 
be desired by those who are to work therein. 


Separation from Delivery Room 

For a long time the potential dangers of placing 
the obstetrical delivery room adjacent to an oper- 
ating room have been recognized and leading 
obstetricians have vociferously condemned that 
practice, nevertheless we too often encounter these 
rooms not only adjoining each other, but alse 
using the same utilities—particularly in some of 
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New Operating Room, Berlin Memorial Hospital, Berlin, 
Wisconsin. Glass blocks have been used in exterior walls. 


the recently built smaller hospitals which are 
otherwise fairly well designed. We consider this 
practice reprehensible and inexcusable in the light 
of present knowledge, and maternal infections re- 
sulting under such conditions, deprive the hospital 
of the defense of having used reasonable precau- 
tionary measures to protect such highly suscepti- 
ble patients against recognized dangers. 


Ratio of Operating Rooms to Beds 


The extraordinary expense involved in. building 
and equipping operating rooms should impel hos- 
pitals to carefully estimate the number of such 
rooms required. An excess of such facilities noted 
in a few recent instances, incurs a heavy overhead 
expense while, on the other hand, inadequate 
operating facilities handicap the surgeons, in- 
crease the difficulties of the nursing staff and mili- 
tate against the maintenance of aseptic technique. 


The determination of the number of operating 
rooms to be provided in a given hospital hinges 
upon such factors as the qualifications of the staff, 
the proportion of surgical cases to be treated, the 
total bed capacity, the anticipated rate of bed 
utilization, the days stay in the hospital, and the 
number of operations that can be performed in 
one operating room daily. Basing calculations on 
a 100 bed hospital occupied to 82 per cent of 
capacity and each patient using a bed for twelve 
days, with 50 per cent of the patients surgical, 
the surgeons operating 300 days in a year, and 
using each operating room for two patients a day, 
we would estimate the need of two operating 
rooms for that institution supplemented by all of 
the other facilities ordinarily included in an oper- 
ating suite and, in addition, an emergency oper- 
ating room in the casualty section. 


Using the same method of estimating, the 200 
bed hospital would need four, the 300 bed hospital 
would need six, and so on up to the 800 bed hos- 
pital which would require 16 operating rooms. It 
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should be understood, of course, that any change 
in the basic factors here used may alter the re- 
quirements in any given project, but for general 
purposes this method of approximating needs for 
surgical operating facilities will serve as an ap- 
proach to the final decision which, in every in- 
stance, must be based on all information available. 


Location of the Surgical Suite 

In times past, it was considered necessary to 
face the operating rooms to the north as this ex- 
posure afforded the best daylight. Today, with 
the efficient artificial lighting equipment available, 
daylight is of little importance and dependence for 
illumination is placed upon artificial lighting. 
Likewise, the old skylights which made many 
operating rooms almost uninhabitable during the 
summer months and ruined the architectural 
lines of the structure, have become passé and are 
either entirely omitted or are fully shaded. It is 
not unusual to find operating rooms without any 
windows, or with windows of glass brick. It is still 
desirable to locate the operating suite on an upper 
floor, and preferably on the top floor, in order to 
decrease traffic through it. 


Special Separated Operating Rooms 

There is a strong tendency on the part of cer- 
tain specialists to demand separate operating 
rooms, sometimes entirely detached from the sur- 
gical suite, and also to request that these rooms 
be used exclusively for one specialty. With re- 
spect to the detachment of any particular special- 
ty from the operating suite, it is submitted that 
such separation interferes with nursing supervi- 
sion, complicates efficient planning, and unjusti- 
fiably increases its cost, it separates those sur- 
geons from their colleagues, and unduly raises the 
expense of maintenance. 


Specially equipped operating rooms for urology, 
orthopedics, brain surgery and eye, ear, nose and 
throat, are, of course, necessary and every effort 
is made to meet the requirement for these special- 
ties. For example, radiological facilities are pro- 
vided for urology and orthopedics, and piped 
sterile water for urology. Viewing boxes for 
radiography, warming cabinets for parenteral 
solutions, and vacuum apparatus and special light- 
ing fixtures are placed in every operating room. 
For the orthopedic room, space and facilities are 
provided for plaster and splint work and for the 
storage of the orthopedic table when not in use, 
thereby permitting the use of this room for other 
work. Many other modificdtions are often made 
to meet the needs of highly specialized work. 


The need for radiographic work in urology has 
influenced the location of cystoscopy rooms in 
radiological departments, rather than in sur- 
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geries, and perhaps in those instances where the 
urologist is wholly dependent upon the radiologist 
for that service there is some justification for such 
an arrangement. It is desired, however, to point 
out that the bulk of the work of the urologist is 
of a nature which demands the utilization of sur- 
gical equipment, technique and personnel; it is 
also significant that urologists are becoming more 
and more adept in the use and interpretation of 
x-rays and are almost completely dispensing with 
the aid of the radiologist. Under such circum- 
stances and in view of the availability of more 
adequate facilities and personnel in the operat- 
ing suite, the tendency is growing to place cysto- 
scopic rooms for house patients in the surgical 
suite. 
Anesthetist’s Room 

Anesthesia is making more and more demands 
for space in the larger operating suites for the ac- 
commodation of the anesthetic staff and appara- 
tus, which often embraces facilities for parenteral 
infusions, while at the same time less demand 
is being made for separate rooms for anesthetiz- 
ing patients. 


Observation Galleries 

Although it appears to be the consensus of 
opinion amongst leading surgeons that little of 
value can be learned about surgical procedures 
and technique by students viewing operations 
from overhead galleries, we find these being placed 
in some hospitals at great expense. It would seem 
therefore, that as far as teaching is concerned, 
galleries are not worth their cost and where they 
involve the use of two story heights it should be 
understood that the cost entailed is to provide a 
vantage point for those more interested in a spec- 
tacle than in the actual technique of surgical pro- 
cedures. 


Radiological and Pathological Services 


After many years of struggle, less resistance 
is encountered in locating the main radiological 
and pathological departments on the lower floors, 
rather than on the same floor with the operating 
suite. Auxiliary radiological equipment and also 
a section laboratory are provided on the surgical 
floor so that the demands for these services are 
adequately met while the heavy traffic to these 
departments is diverted from the surgical suite. 


Nursing Facilities 

The chief difference between the methods of 
conducting American operating suites and those 
of many other countries rests upon the nursing 
service provided, and anyone familiar with the 
facts must concede that the more favorable con- 
ditions encountered in this country with respect 
to both administration and technique must be 
credited to our well trained nurses. And yet when 
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responsibility for planning operating suites is 
placed upon surgeons they often seem to forget 
the vital role the nurse plays and fail to provide 
those essential nursing facilities without which 
the nurse is unable to function with fine efficiency. 
It is therefore well to keep in mind that the ade- 
quacy of the space and equipment provided will, 
to a very considerable extent, determine the speed, 
economy, and efficiency of the nursing service in 
the operating suite. 


Sterilization of Operating Room Air 

The modern aseptic technique used in operating 
rooms has greatly decreased infection of wounds 
in clean cases and the additional precautions of 
washing and filtering the air and the use of prop- 
erly constructed masks have about eliminated the 
occasional sporadic infection. Nevertheless, post- 
operative infections may still occur if the air in 
the immediate vicinity of the operative field is 
contaminated by the operating room personnel. 


To combat this source of contamination experi- 
ments* have been conducted involving the appli- 
cation of bactericidal radiant energy in the area 
of the operating field of sufficient strength to de- 
stroy the bacteria without injuring either the 
patient or the attendants. The use of eight radi- 
ant energy lamps each 30 inches long in one oper- 
ating room appeared to give favorable results, and 
practically all organisms exposed were killed with- 
in ten minutes at a distance of eight feet. The 
percentage of post-operative infections, mortal- 
ity from infections, and the incidence of skin in- 
fections were all considerably lower in a series 
of cases operated upon under these conditions, 
than with practically the same number of controls 
without the lights. There was also noted a more 
rapid wound healing, a lessened systemic reaction, 
and a shortened convalescence. 


These experiments clearly indicate that the air 
is an important source of contamination in oper- 
ating rooms and that irradiation with ultraviolet 
rays may prove to be an important addition to 
the methods already in practice for the elimina- 
tion of wound infections in clean primary in- 
cisions. 


We believe, however, that this procedure should 
be considered purely experimental and we would 
not feel justified in recommending the installation 
of these lights in the average general hospital at 
this time, particularly when complete air condi- 
tioning with effective air filteration is feasible. 


Complete air conditioning should be seriously 
considered in the planning of every operating suite 
and we are pleased to note the improvement in the 
mechanical details of these installations. The aims 


*Hart, Deryl: Sterilization of Air in the Operating Room. 
Arch. Surg., 37: 956 (Dec.) 1938. 
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in applying air conditioning to surgical operating 
suites, delivery rooms and nurseries may be briefly 
stated as follows: 


1 Maintenance of temperature most con- 
ducive to welfare of the patient. 


2 A degree of relative humidity sufficient 
to combat static electricity. 


3 The purification of the air by washing, 
filtering and circulating. Regardless of the 
outside temperature the lowest level for an 
operating room is about 80° and should not be 
permitted to rise much above 90°. With re- 
spect to relative humidity, if woolen and silk 
materials are excluded from operating rooms 
and other accepted precautions are taken 
against explosions, we believe about 55 per 
cent will meet the requirements. 


The use of ultraviolet lighting as a barrier to 
cross infection in children’s wards and nurseries, 
as well as in clinic waiting rooms is also being 
studied. In the waiting rooms the ultraviolet is 
combined with the lighting fixtures, but in the 
nurseries and children’s wards the ultraviolet 
troughs are built along the top rail of the 
cubicles which are open to the ceiling, thus a light 
ceiling is thrown over the top of the cubicle and 
a light curtain at the side. Tests on organisms 
atomized into the air in one cubicle show on the 
average, a better than 99 per cent reduction than 
is sampled in another cubicle. The average fig- 
ures ran 99.8 per cent reduction in passing 
through one barrier between adjacent cubicles, 
and 99.9 per cent through two barriers separat- 
ing cubicle from cubicle. 


The research on this purification of air by ultra- 
violet has been going on for more than a year 
under the direction of William Firth Wells, Direc- 
tor, Department of Bacteriology of the University 
of Pennsylvania, and the practical application of 
the research is conducted at the Children’s Hos- 
pitals in both Boston and Philadelphia, The Uni- 
versity Hospital, Philadelphia, The Cradle in 
Evanston, Illinois, and the Children’s Hospital in 
Toronto, the latter under the supervision of Dr. 
Elizabeth Chant Robertson. 


Such installations must be attempted only under 
the supervision of experts in the use of ultra- 
violet rays as improper installation or excessive 
exposure to the rays could be harmful. 


Explosion Hazards 
The more extensive use of highly explosive or 
inflammable gases in anesthesia places a grave 
responsibility upon those who design hospitals 
to apply every possible precautionary measure 
which gives promise of averting disaster. Explo- 
sion results from the combustion of: (1) an in- 
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An ultra violet light barrier separating cubicle air from 
corridor air. The reflection of visible light at end 
shows extent of barrier. The lights also shine upward, 
creating an irradiated ceiling above the cubicles. (In- 
fants’ Ward, Children’s Hospital, Philadelphia.) 


flammable gas, vapor or other substance; (2) 
oxygen (either pure or in the air), or a gas or 
other substance which provides oxygen (such as 
nitrous oxide) ; and (3) a source of ignition in a 
dry atmosphere. These factors suggest the fun- 
damental precautionary measures, viz: (a) han- 
dling and using inflammable anesthetics in mini- 
mum quantities; (b) minimizing escape into the 
room; (c) eliminating so far as practicable all 
possible sources of ignition in those rooms where 
such anesthetics are used, and above all, sources 
within the anesthesia apparatus itself. 


The safeguards recommended may be briefly 
summarized as follows: 


1 Maintenance at all times of sufficient 
forced ventilation to assure about 8 changes 
of air per hour, and a relative humidity in the 
operating room of not less than 55 per cent. 


2 Eliminate so far as possible such mate- 
rials as wool and silk which retain high static 
charges. 


3 Prohibition of smoking in the operating 
suite. 


4 All electrical circuits and _ electrical 
equipment to be safeguarded by every known 
means against sparking and short circuits. 
This contemplates enclosed motors and rheo- 
stats; mercury switches; explosion-proof 
plugs and receptacles; guarded light bulbs 
and frequent inspection of cords and termi- 
nals of portable equipment. The hazards of 
spark-producing or incandescent equipment 
cannot be completely eliminated but may be 
minimized by the application of the measures 
herein suggested, but, under no circumstances 
should such equipment be used in the pres- 
ence of inflammable anesthetics around the 
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patient’s head or pleural cavity or without the 
interposition of a screen between the head 
and the area of operation. 

5 Recognition of the fact that the anes- 
thetizing apparatus with its breathing tubes, 
bags and mask constitute the greatest single 
explosion hazard through the generation of 
static inside this equipment, and its preven- 
tion by: (a) adequate humidity both inside 
and outside the machine; (b) metal mesh in 
practically continuous close contact with all 
non-conducting surfaces; reducing and mix- 
ing valves to be so designed that there is no 
possibility of any of the inflammable gases 
mixing at cylinder pressure with oxygen or 
nitrous oxide. 

Illumination 
We have previously mentioned the undepend- 
ability of daylight because of its variability and 
the undesirable feature of the large operating 
room windows and skylights—hence considera- 
tion will be here concentrated on artificial lighting. 


The artificial illumination of operating rooms 
has been the subject of a great deal of study and 
experimentation during recent years, resulting in 
the production of various special fixtures which 
are more or less satisfactory for the purpose. In 
choosing an operating room special lighting fix- 
ture, the following requirements, which are em- 
bodied in several units on the market, should be 
specified : , 

1 A constant illuminating intensity at the 
work place of from 350 to 500 foot candles 
should be at all times available, with a vari- 
able dominant direction to the light. 

2 The lamp should be designed so that an 
additional filament is available in the event of 
the burning out of one. Lamps are now avail- 
able with a ring filament for diffuse illumina- 
tion and a concentrated spotlight filament for 
maximum visual efficiency. 

3 Shadows should be entirely eliminated or 
minimized. 

4 There should be no glare and provision 
should be made to eliminate excess heat. 

5 Lamp should have a constant color value 
and under certain conditions accuracy of color 
value may be attained by the use of approved 
spectral transmission glass. 

6 Reasonable cost of installation, opera- 
tion and maintenance. 


Instead of the separate unit a system of ceil- 
ing lights with prismatic plates or reflectors which 
focus the light on the work plane is sometimes 
used, but while satisfactory from the standpoint 
of illumination, it involves rather high original 
cost, requires constant attention and consumes an 
enormous amount of current. 
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In all cases general illumination is required in 
addition to the special lighting, which may be of 
the direct type with diffusing globe. There should 
also be a portable spotlight, preferably of the in- 
dependent battery type with trickle charger, in 
every operating room for emergency use. 


Explosion-proef Lights 


The use of highly explosive gases for anesthesia 
dictates the adoption of every possible precaution 
to prevent the hazard of explosions and quite re- 
cently there has been considerable discussion as 
to the protection of the special lights used in oper- 
ating rooms. If and when an explosion-proof lamp 
becomes available which in every other respect 
is acceptable, it would seem desirable to adopt this 
additional precaution. The objective in an ex- 
plosion-proof lamp is to prevent the anesthetic va- 
pors from entering the head which houses the bulb, 
thus, the light bulb must be protected so that if it 
bursts or shatters, the live wires in the housing 
will not be exposed. 


We are convinced, however, that the explosion 
hazard from any of the well constructed lights 
now on the market is so slight that it will be wise 
to defer the very great expense entailed in chang- 
ing lights until the actual dangers have been more 
clearly proved, the protected lamps are perfected 
mechanically, and their cost is brought to a rea- 
sonable figure. 


Elimination of Glare 


The object of using color in an operating room 
is to decrease glare and to create the best condi- 
tions for visual accommodation. Glare not only de- 
creases visability, but causes discomfort and eye 
strain disorders, and is distracting. To overcome 
the glare of bright walls which are in the visual 
field of the surgeon, various colors have been used 
not only for walls but for sheets and drapes used 
in the operating field. Wall surfaces and sur- 
roundings act either as light reflectors when white 
or as absorbents when dark, and in the operating 
room the two extremes must be avoided. The re- 
flecting power of color runs from about 87 per 
cent for milk-white to 10 per cent for black and 
so a shade is indicated which will range midway 
between the two. A dull French or grey-green 
for the wainscoting extending to a height of about 
seven feet, with a lighter grey-green above has 
given great satisfaction, but a sky-blue wainscot 
has been used with equal effectiveness. A grey 
tile or terrazzo floor will add considerably to the 
eye comfort and visual acuity of the surgeon. 


There are many other details in the planning 
of operating suites which deserve mention but 
an effort has been made here to confine comment 
to those particulars which seem to be affected by 
present trends. 








Fire Prevention and Protection 


Vv. W. McKINNEY 


ment does so with no thought of danger to 

life from fire and similar perils. To him the 
hospital is a haven where his ills and physical 
troubles will be cured, assuming that every safe- 
guard has been and will be taken during his con- 
finement. A sad commentary is revealed in a 
study of the number of fires with the resultant 
loss of life and property. It may be argued that 
the majority of these losses occurred in old build- 
ings of inferior construction, but humanity is still 
housed in fire traps for surgical and medicinal 
treatment. 


Te individual who enters a hospital for treat- 


The modern hospitals of fireproof construction 
contain an array of hazards readily comparable 
with dangerous processes of a manufacturing 
plant and requires safeguards other than, that as 
provided by the building itself. The hospital com- 
mittee planning extensions or new construction 
should be primarily concerned with one idea of 
fundamental importance—that of safety to life. 
There are three factors that demand equal con- 
sideration: (1) construction; (2) hazards; (3) 
protection. 


Fireproof Construction 


The planning committee with that all important 
thought in mind—safety to human life—should, 
without equivocation plan a structure of modern 
fireproof construction. Walls, roof, floors and all 
structural parts should be of noncombustible 
material. 


All floor openings such as stair, elevator and 
dumb waiter shafts, laundry chutes and similar 
vertical openings should be entirely enclosed by 
fireproof walls, with approved fire doors intended 
for this purpose installed at all enclosure open- 
ings. When vertical heating or ventilating ducts 
serve more than one story, automatic dampers 
should be provided on all outlet openings and at 
all branches therefrom. Pipe ducts should be 
thoroughly firestopped at ceiling and floor levels 
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to prevent the passage of heat, smoke or flame 
to upper floors. The absence of such precautions 
was largely responsible for the rapid spread of 
poisonous gases in. the Cleveland Clinic catas- 
trophe. 


Floors, thusly protected, can be immediately 
cut off from each other by simply closing doors, 
some of which are automatically operated. Some 
hospitals which encompass a floor area of ma- 
terial extent require individual attention. The 
number of patients per floor in. such cases would 
prohibit their being moved to other floors without 
creating panic, consequently the floors should be 
partitioned by noncombustible walls. Thus pa- 
tients could be transferred to adjoining sections 
on the same floor level and eventually to other 
floors if the situation required further evacuation. 


Fireproof construction not only lessens the pos- 
sible loss of life, but unquestionably increases the 
high standard of sanitary conditions necessary, 
affords economy of operation and reduces de- 
terioration and maintenance. 


Electric Wiring Defects 


There are certain fire hazards encountered in 
all hospitals which contribute to the probability of 
fires and necessitate proper safeguards. 


Lighting is almost universally by electricity and 
the electrical installation should be done only by 
competent electricians thoroughly familiar with 
the National Electric Code. Wiring defects, one 
of the major causes of fires in all classes of risks, 
usually arise from improper alterations and ex- 
tensions made after the original installation. 
Flexible cords of a cheap and inferior grade as 
extensions for lamps, fans and radios which are 


HOSPITALS 








AS me met A ket hClCU 

















installed by persons ignorant of the dangers in- 
volved are most frequent violations, consequently 
contributors to many disastrous fires. Tampering 
with the electrical equipment by untrained work- 
men is a dangerous procedure. 


Heating is not a serious hazard in. the modern 
fireproof building. Some such buildings have 
combustible trim such as doors, cabinets, and 
baseboards which demands care in keeping steam 
pipes and radiators therefrom. Boiler plants, 
whenever possible, should be installed in a sep- 
arate detached building. If the boilers must be 
located within the main building the walls and 
ceilings of the boiler room should be of fireproof 
construction. All pipe openings through the walls 
or ceiling should be thoroughly sealed and door 
openings into the main building should be pro- 
tected by double automatic tin-clad standard 
doors. 


Air-conditioning is an important part of all 
modern buildings and should be independent and 
separate from the heating system. There are 
buildings in which the air-conditioning system is 
connected with the heating system, this plan pro- 
vides serious possibilities and requires the techni- 
cal services of a competent engineer. Cooking 
appliances because of grease accumulations should 
be ventilated by independent metal ducts with 
good draft and have absolutely no connection with 
the ventilating systems. 


The x-ray machine is no longer uncommon but, 
being equipment necessitating high electrical 
voltage and skilful handling, requires the super- 
vision of a highly competent electrical installation 
engineer. 


X-ray film, thanks to science, has been devel- 
oped that eliminates that dangerous explosive 
poisonous product that was all there was available 
a few years ago. Some institutions still use this 
hazardous nitro-cellulose product, but it should 
be discouraged and replaced by the slow burning 
and only slightly toxic acetate film. 


Storage of Films 


Storage of films should be in metal cabinets at 
all times, but handling of the old type is more 
intricate and requires special attention. We all 
shudder when, we recall that terrible catastrophe 
in the Cleveland Clinic when 121 lives were lost 
by fire fed by nitro-cellulose film. Any institution 
using this highly flammable and poisonous film 
should unhesitatingly seek the advices of those 
familiar with its handling and storage. 


Constant association. with hazardous materials 
makes many of us calloused to the risk involved, 


July, 1940 





this applies particularly to certain types of anes- 
thetics and operating equipment. Ether, ethylene 
and ethyl chloride are highly combustible, while 
oxygen and nitrous oxide which are supporters of 
combustion, should be protected in accordance 
with specifications of the Interstate Commerce 
Commission. These two classes should not be 
stored in close proximity to each other but in 
separate rooms whenever possible. All lighting 
should be by electricity using vapor proof globes 
with the switch on the outside of the room. Many 
hospitals are still using ordinary unprotected 
globes and snap switches on the inside wall. Un- 
der no circumstances should an open flame be 
permitted in the room. 


Operating Room 


The operating room is the one department 
where the need of safeguards is most essential. 
Here the patient under an anesthetic is entirely 
helpless and wholly dependent upon those in at- 
tendance. Operating rooms should not only be 
protected from outside dangers but from those 
within as well. The danger within is largely con- 
tributable to those highly flammable anesthetics, 
namely ether, ethylene, and ethyl chloride which 
are also explosive when mixed with air or oxygen 
in proper proportions. You can. realize that the 
use of open lights, radio knives, high frequency 
electrical apparatus and live cauteries in air 
mixed with these combustible gases presents a 
serious hazard. 


Motors used on administering machines should 
be of the explosion-proof type. All switches for 
lights and electrical equipment should be of the 
vapor-proof type. Heating should be by means of 
steam or hot water radiators and under no cir- 
cumstances should gas or electric heaters be per- 
mitted. Static electricity, that seldom considered 
peril, can be generated in several ways—even 
brought into the operating room by a charge built 
up in body of a person—is a real danger in the 
ignition of these gases. This can be controlled by 
a high humidity content and thorough grounding 
of anesthetic machine, operating table and floor. 


Modern fireproof construction combined with 
equipment that is practically foolproof does not 
eliminate fires. In order to meet the danger when 
it occurs protection must be installed to put out 
an incipient blaze or hold the fire under control 
until the fire department arrives. 


Fire alarm boxes, which are connected to the 
city system, should be located within the buildings 
of extensive area as well as a public box near the 
outside of the main entrance. A system of signals 
should be installed in nurses’ home and attend- 
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ants’ quarters should there be an emergency 
requiring their attendance. The telephone should 
not be depended upon in lieu of the alarm box as 
errors and confusion often arise and the delay 
may mean disaster. Fire chiefs should be asked 
to refrain from sounding gongs and sirens around 
the hospital to avoid alarming the patients. 


All hospitals, regardless of the type of con- 
struction should be provided with inside stand- 
pipes and hose for fire extinguishing purposes. 
Chemical extinguishers are of various types for 
different kinds of fires and of unlimited value for 
incipient fires. These extinguishers should be 
readily available and in proper condition for an 





emergency. It is necessary to recharge this ap- 
paratus once a year at which time nurses and 
attendants should be permitted to discharge the 
old charge for training purposes. It is really sur- 
prising how few of those connected with your hos- 
pitals have been instructed in the use of extin- 
guishers or even know that the tank must be 
turned upside down and the hose nozzle aimed at 
the fire. 


An attempt has been made to familiarize you 
with the construction and protection measures 
necessary in order that you may fulfill your moral 
and legal obligations to those entrusted to your 
care. 





Intern and Resident Alumni Give Banquet 
Honoring Asa S. Bacon 


On June 7, Asa S. Bacon, one of the deans of 
hospital administration of this country, completed 
forty years as superintendent of the Presbyterian 
Hospital in Chicago. 


A rather unusual tribute was paid to Mr. Bacon 
on this occasion, probably the first time in the 
history of hospitals in this country, the intern. 
and resident alumni gave a banquet honoring the 
superintendent of the institution in which they 
had received their training. Two hundred prom- 
inent physicians from all over the United States, 
who had previously served as interns or residents 
at Presbyterian, were present on this occasion. 
Among them was the physician, at that time an 
intern, who was the first to welcome Mr. Bacon 
when he arrived at the institution to take over its 
management. 


There are many employees of the hospital who 
have served with Mr. Bacon almost as long as he 
has been at Presbyterian Hospital. Two of them, 
Herman Hensel, assistant superintendent for the 
past twenty-five years, and William Gray, the 
pharmacist, who has been with Presbyterian for 
thirty-five years—were present on this occasion. 


—_—p———. 


Aseptic Technique 


In the field of hospital administration, one of 
the most important developments in recent years 
has been the advance in aseptic technique. A 
grave responsibility is placed on a superintendent 
in protécting patients by providing adequately 
sterilized instruments and supplies. While it is 
the legal responsibility of the surgeon to know 
the material he uses is sterile, practice has re- 
sulted in the assumption that the article supplied 
has been sterilized. As a result, a serious moral 
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responsibility rests on the hospital and the super- 
intendent. Fortunately for the physician, and 
more so for the patient, most organisms are de- 
stroyed with relative ease. It is the possible pres- 
ence of the spore-bearer, that heat-resistant or- 
ganism so difficult to destroy, which demands our 
eternal vigilance and attention to the laws govern- 
ing sterilization. 
Norbert A. Wilhelm, M.D., 
in the Annual Report of Peter Bent Brigham 
Hospital, Boston 





New Addition to St. Mary's Hospital, 
Rochester, Minnesota 


The cornerstone of the new addition to St. 
Mary’s Hospital, Rochester, Minnesota, was laid 
recently. St. Mary’s Hospital was organized and 
opened in 1889, by the Sisters of St. Francis, with 
a nursing staff of five and a medical staff consist- 
ing of Dr. William Worrall Mayo and his two sons, 
Dr. Will and Dr. Charles. In 1894 its bed capacity 
was increased from twenty-six beds to seventy- 
five beds, and in 1922 it was rebuilt to accommo- 
date 567 beds. 

The new addition will cost approximately 
$1,500,000, will give the institution a capacity of 
more than 900 beds when completed. It will be 
the largest privately owned hospital between 
Rochester and the Pacific Coast. 


———— 


Hospital Council of Essex County 
Changes Name 


The Hospital Council of Essex County, Newark, 
New Jersey, has changed its name to Hospital 
Council, Inc., and broadened the area and scope 
of its usefulness to include in its membership hos- 
pitals in five adjacent counties—Bergen, Hudson, 
Morris, Passaic and Union. 
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Good Will Through Public Opinion 


W. S. KOHLHAAS 


small, has an item in the asset side of its 

balance sheet known as Good Will. You will 
not always find it written there in so many words 
or figures, but it is there just the same, though 
only by implication. It is that intangible some- 
thing, often of intrinsic value, which each one of 
us wants to find there, when the inevitable day of 
accounting comes. 


E VERY business or undertaking, be it large or 


It is that something which has enabled many a 
small business to expand to one of mammoth pro- 
portions over a period of years, warding off every 
onslaught made on it by the passing of time. 
These companies more than likely enjoyed a good 
will that was unbeatable. They were surely of the 
type defined by Lord Eldon as “the probability 
that the old customers will resort to the old place.” 
Other businesses, quite competitive in nature have 
sprung up, aye, and folded up too, but still these 
companies survive. 


But you say, “Surely this line of reasoning can- 
not be applied to hospitals. Ours is a different 
type of business, the profit motive is lacking, and 
we owe our very being to philanthropy.” 


Hospitals and Philanthropy 


There can be no better reason for the need of 
good will than just this very thing, that we owe 
our existence to philanthropy. And from what 
other source does philanthropy flow, than from 
the public and therefore our need for an unlim- 
ited amount of good will through public opinion. 
We can be assured of this only in proportion as 
we have expressions of public opinion indicating 
that we do have the good will of those whom it is 
our privilege to serve. 


Several thousand years ago the Good Samaritan 
gave us a striking example, in caring for the sick 
wayfarer, of the desire to do good for those 
around us. Have you ever stopped to think how 
this expression has taken form in the many thou- 
sands of hospitals now existing the world over? 
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Many millions, perhaps billions of dollars, have 
been poured into an endeavor which now calls 
for the herculean efforts of hundreds of thousands 
of persons to make possible the caring for mil- 
lions of persons annually who need the care and 
treatment afforded by our hospitals. 


A hospital is really and truly a community un- 
dertaking, and we who are engaged in hospital 
work, have only one thing to give back, or sell, 
if you please, to the community and that is serv- 
ice, and that service must be of the highest type, 
because we are dealing with a most priceless 
commodity, human beings. 


The service which we render must be based 
upon a full knowledge of the task which is ours 
coupled with the assurance to the patients that 
they shall have the benefit of all that science has 
to offer in caring for their individual needs. We 
must ever strive to improve that service. It was 
Emerson who said, “Progress is the activity of to- 
day and the assurance of tomorrow.” 


Making Hospital Service a Humanized Service 


Then too, the service which we render must be 
humanized. It will not suffice to think of the pa- 
tient within our doors only in terms of a number. 
We must evidence a warm, kindly, and friendly 
interest in those to whom it is our privilege to 
minister and then we may rightfully hope for the 
good will of the community. 


It has been said, “That the wiser task of science 
is to enhance life rather than to prolong it.” I 
feel that we who are engaged in hospital work 
might well adopt this as a slogan to guide us in 
our work. Let us put forth every effort to enhance 
the service we render. And who is there among 
us that wants to prolong it? Let us give the best 
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possible service in the shortest possible time and 
we will enhance our good will while we are 
about it. 


Every Department Has Its Part to Play in 
Promoting Good Will 


What can we do from within the hospital that 
will effect public opinion? Almost every hospital 
as organized today has a number of very well 
defined departments with specific duties. Every- 
one of these departments has its part to play 
in sending home from the hospital satisfied pa- 
tients. If the degree of satisfaction reaches 100 
per cent, well and good; as the satisfaction de- 
creases, so will the good will. And how did the 
public get to know about it? Well there are many 
ways. 


Let us look for a moment at the departments in 
the order most readily known to us. 


The Administrative Offices—Here many first 
and far reaching contacts are made, if not with 
the patient, surely with friends or relatives. Con- 
tacts through the information bureau, the admit- 
ting office, the cashier, the bookkeeper, the credit 
department, all call for the utmost courtesy and 
diplomacy, else many unpleasant situations will 
arise. 


Housekeeping—lIt is of the utmost importance 
that the housekeeping department keeps the build- 
ings in general, and patients’ rooms in particular, 
spic and span at all times. Everyone, even a per- 
son who is ill, is quick to observe his surroundings 
and mental notes are made of conditions as he 
finds them. 


Laundry—tThe job here is not only to return to 
the patient, day after day, fresh smelling, snowy 
white linens for his bed, but to keep all the hospi- 
tal departments supplied with the linens necessary 
for their service. 


Dietary—Much that the hospital will be able 
to do for the patient will depend upon the accom- 
plishments of this department. Diet has come to 
play an important part in the treatment of so 
many diseases, and to serve good, wholesome food 
in a tempting and appetizing manner calls for 
culinary effort “fit for a king.” 


Operation of Plant—Here is a twenty-four hour 
job to provide light, heat, hot and cold water, re- 
frigeration and many similar services all of which 
contribute much to the smooth running of the 
various departments of the hospital. 


Maintenance Department—The use of a great 
variety of technical and mechanical equipment 
calls for workers trained in keeping such equip- 
ment ever ready for the many demands made upon 


88 


it. Much time and effort must necessarily be spent 
in keeping buildings attractive and in good state 
of repair at all times. 


Professional Care—In this department we find 
all the services which deal directly with the care 
and treatment of the physical condition which 
brought the patient to the hospital. The profes- 
sional services of visiting physicians, interns, 
nurses, technicians, orderlies, ward maids, etc., 
all combine to transform the patient from the 
state of an invalid or semi-invalid to that of a 
well person. In this process, impressions that are 
made, are lasting ones. It is a fine art to be able 
to treat the bodies of individuals racked with pain 
from accident or the ravages of disease, in such a 
way that they will like it. The nurse and the doc- 
tor will play leading roles, but not without those 
other adjuncts of service such as anesthesia, lab- 
oratory, operating room, pharmacy, special ther- 
apy, x-ray and social service. 


The service we render from within will be a 
big factor in the good will which shall be ours 
through public opinion from without. Everyone 
should strive as Chalmers puts it to—“Write your 
name in kindness, love and mercy, on the thou- 
sands you come in contact with and you will never 
be forgotten.” If hospitals are not to be forgotten 
I know of no other way to perpetuate them than 
by rendering a service that is based upon kind- 
ness, love, and mercy. 


Dangers of an Impersonal Hospital Service 


Today, we sense much of a desire on the part 
of some interests to wrest the control of hospitals 
from voluntary groups and philanthropy, placing 
the control in the hands of governmental agencies, 
whether local, state or national, with financial 
support through taxation. And strange as it may 
seem some of this desire appears to have sprung 
up from community chests and similar federated 
groups, which have their whole support in volun- 
tary philanthropy. Here is the opening wedge to 
an impersonal type of service usually meted out 
in a mechanical sort of way and scarcely in keep- 
ing with the type of service as we know it today. 


We, in. the voluntary hospital field, must ever 
strive to enhance the service we render so that 
when the testing time comes our good will, which 
will be found reposing in the minds of the public, 
will be so strongly entrenched there, that it cannot 
be shaken. It will have been built upon the rock 
of service. 


Creating Good Will 


And in that building let us not forget the many 
aids which are ours from without. The principal 
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one of these is the press. It can do much to mold 
public opinion. If we will take our problems to 
them we will usually find them receptive and will- 
ing to be of help. 


And then, too, we have the radio, that marvel 
of communication which came into being during 
the lives of the majority of us. Here too, we have 
a friend ever willing to cooperate in the problem 
we face. 


Every community has its civic organizations, 
business clubs, churches, etc., all organizations of 
the voluntary type and most willing and ready to 
cooperate in those things that call for community 
interest. Hospitals were established by the com- 
munity, are supported by the community, are 
manned by the community, and are used by the 
community. Is it any wonder then that we 
should have that community of interest, which is 
usually so evident, provided the necessary good 
will is not lacking on the part of the hospital. It 
is a gradual process of building by use of the 
means at our disposal. Cooperation, education, 
publicity, and understanding are all important 
factors. We must use all of them if we anticipate 
through public opinion a good will that shall 
endure. 


Recently a New England hospital felt the need 
to expand its facilities. It lacked the money; 
where could it turn but to the. community. It 
was not sure the community would respond and 
so decided to test the public opinion of that par- 
ticular community. The overwhelming response 
resulted in that particular hospital getting more 
than was needed to carry out its program. The 
answer, without.a doubt, lay in the good will 
which that hospital enjoyed in that particular 
community. 


Recently in our own hospital we endeavored to 


test public opinion, not of the entire community, 
but just of those persons who were using the hos- 
pital. A letter, containing six specific questions, 
was sent to each patient discharged during the 
month of February. Four hundred eleven such let- 
ters were sent out. The 222 letters returned con- 
tained 1,288 favorable answers or commendations, 
while there were only 44 unfavorable answers to 
be considered as criticisms, and a number of them 
were of the constructive type at that. Reduced to 
a percentage basis we have better than 9914 per 
cent. From this we feel that.we rendered a satis- 
factory service and also that our good will was 
enhanced thereby. 


Out of the past was created that good will 
which brought hospitals to where they are to- 
day. Today we are confronted not only with the 
tasks at hand but we have the added responsibil- 
ity of creating good will for the hospital of tomor- 
row. How long shall that tomorrow be? Who 
knows? Perhaps the poet has the answer for us 
in these words: 


A Hundred Years to Come 


Who'll press for gold this crowded street 
A hundred years to come? 
Who’ll tread yon church with willing feet 
A hundred years to come? 
Pale, trembling age, and fiery youth, 
And childhood with its brow of truth, 
The rich and poor, on land and sea— 
Where will the mighty millions be, 
A hundred years to come? 


We all within our graves shall sleep, 
A hundred years to come; 
No living soul for us will weep 
A hundred years to come. 
But other men our lands shall till 
And others then our streets shall fill 
While other birds shall sing as gay 
As bright the sunshine as today 
A hundred years to come. 





Hartford Hospital Plans a 


Plans for the construction of a twenty-story 
hospital in Hartford, Connecticut, to cost $4,000,- 
000, and to incorporate every accepted advance 
in modern medical practice have been approved. 
This new building, increasing the accommodations 
from 600 to 800 beds, is made. necessary by the 
increasing demands for hospital care for the pop- 
ulation of Hartford and its trade area. 


After careful consideration the Hartford au- 
thorities decided it would be much better and 
more economical to build an entire new building 
than to modernize the existing plant. 
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New Twenty-Story Structure 


The new building will be built on the site of 
the present hospital. The main structure will be 
twenty stories high, with four wings about twelve 
stories high, and will be constructed of brick and 
limestone trim, with a width of about three hun- 
dred feet and a depth, at its greatest, of 175 feet. 
A new power house and laundry will be erected 
separate from the main building. 


Dr. Willmar M. Allen is director of Hartford 
Hospital. Coolidge, Shepley, Bulfinch, and Abbott 
are the architects, and Dr. William H. Walsh is 
the consultant. 
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Recent Legal Decisions of Interest to Hospitals 


Oklahoma 


Charitable Institutions to Be Held Liable for 
Negligence to the Same Extent as Other 
Institutions 


Gable v. Salvation Army, 100 P. 2d 244 


The case under discussion is of importance to 
hospital administrators because of the fact that 
the Oklahoma Supreme Court has here decided 
that charitable institutions are to be held liable 
to the same extent as any other institution insofar 
as negligence is concerned. Further, the opinion 
is of value in that it reflects a change of attitude 
which is becoming more widespread than before. 


The action was for injuries sustained by the 
plaintiff when he fell from a scaffold while work- 
ing on. a building owned by the defendant, which 
was a charitable corporation. Plaintiff’s cause 
of action was based upon the negligence of the 
defendant in failing to furnish him a safe place 
in which to work, and in failing to furnish him 
with suitable instrumentalities with which to do 
his work. A judgment in favor of the defendant 
was reversed, and the cause was remanded, with 
instructions to vacate the judgment, to overrule 
defendant’s motion for judgment on the plead- 
ings, and upon the opening statement of the 
plaintiff. 


Defendant had raised the issue of its incor- 
poration as a charitable institution by an appro- 
prite plea, so that the court had before it the 
question whether, as a matter of law, a charitable 
institution would be exempt from liability for 
negligence. It is interesting to notice that this 
was the first time that such a question had been 
presented to the Oklahoma Court. 


The Supreme Court of Oklahoma, in holding 
that the defendant was not entitled to claim the 
benefits of exemption from liability for negligence 
ordinarily granted to charitable institutions, said, 
at page 245: 


“From this ruling and judgment the plain- 
tiff has appealed, and by this appeal has pre- 
sented for the first time to this court the 
question whether a charitable organization 
can be held liable to respond in damages for 
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negligence resulting in injury to an em- 
ployee.” 


“No precedent exists in this jurisdiction 
which might suffice to provide the basis for 
a rule in the instant case. The only decisions 
from this court touching upon the question 
are those which might be denominated the 
‘hospital cases.’ ” 


The cases to which the court refers are: 


City of Shawnee v. Jeter, 96 Okl. 272, 221 P. 758, where 
the city was held not liable to the plaintiff for the alleged 
negligence of its health officers. The question of liability 
for charitable institutions was not here presented to the 
court. 


City of Pawhuska v. Black, 117 Okl. 108, 244 P. 1114, 
where the city was held liable for the negligent injury of a 
pay patient in a city owned hospital. There, also, the 
question of immunity from liability was not discussed as 
to a charitable institution. 


Carver Chiropractic College v. Armstrong, 103 Okl. 123, 
229 P. 641, where the college was held liable for injury to 
a patient. However, it did not appear that the college was 
a charitable institution. 


City of Shawnee v. Roush, 101 Okl. 60, 223 P. 354, where 
the city was held liable to a pay patient, the court follow- 
ing the decision of the Alabama Supreme Court in Tucker 
v. Mobile Infirmary Association, 191 Ala. 572, 68 So. 4. 


City of Okmulgee v. Carlton, 180 Okl. 605, 71 P. 2d 722, 
where the city was held liable to a pay patient. 

Sisters of the Sorrowful Mother v. Zeidler, 183 Okl. 454, 
82 P. 2d 996. 


The court continued, saying at page 246: 


“We are unimpressed with the authorities 
which adhere to the rule of immunity from 
liability on the grounds of public policy. Pub- 
lic policy imports something uncertain and 
fluctuating according to the changing eco- 
nomic needs, social customs and moral aspi- 
rations of the people. A state has no public 
policy cognizable by the courts, except that 
derived by clear implication from the estab- 
lished laws found in the Constitution, the 
statutes and the judicial decisions. 


“The exemption accorded charitable and 
benevolent associations by our court and 
statutes (other than exemption from taxa- 
tion) nowhere are extended to granting them 
immunity for liability in excess of that 
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granted ordinary business corporations. No 
exemptions in behalf of such corporations be- 
ing expressed, other than the ordinary ex- 
emptions from taxation, no grounds exist in 
this jurisdiction for exempting them on the 
basis of public policy, since no expression is 
contained in our Constitution, our statutes or 
judicial decisions evidencing any desire or 
intention. to do so. Therefore, in the absence 
of expressions that our public policy, as it 
now exists, contemplates the extending of 
such additional benfits to charitable corpo- 
rations, we must conclude no grounds exist 
for declaring charitable corporations im- 
mune from liability on the grounds of public 
policy.” 


Other grounds of exemption, such as the trust 
fund, and waiver theories were considered by the 
court, together with cases dealing with those 
grounds, and the conclusion obtained that such 
theories could not be justified. Likewise, the court 
refused to follow the rule that charitable institu- 
tions should be held exempt on the ground that 
the doctrine of respondeat superior could not be 
applied to an institution which derived no profits 
from the work of its employees. 


This case, while it may not be of compelling 
authority in other jurisdictions, will, neverthe- 
less, be received and read with more than pass- 
ing interest. To say the least, it reflects the more 
modern attitude of the courts, and while the in- 
fluence of this decision cannot be predicted it is 
safe to expect that its influence will be felt, for 
such a decision, while contrary to the weight of 
authority, is in keeping with the popular attitude, 
which is somewhat critical of the rule which ex- 
empts charitable institutions from liability for 
negligence. As will be seen, this case has already 
received attention, and has been widely cited by 
one Federal Court, in a similar case involving the 
question. of liability of a nonprofit institution. 

‘sahil iilitite: 


New York 


Whether Hospital is Liable for Negligence of 
Nurse in Preparing Solution Ordered by 
Physician 


Steinert v. Brunswick Home, Inc., et al., 16 N. Y. 
S. 2d 83. 


The action here was based upon the negligence 
of a nurse in administering a drug. A verdict 
was returned in favor of the plaintiff, and upon 
this appeal, the court ordered that the verdict 
should be set aside, and that the complaint should 
be dismissed. 


It appeared that the attending physician was 
to perform a cystoscopy and he asked a nurse in 
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the employ of the hospital to prepare a 5 per cent 
solution of cocaine, informing her that there was 
a 10 per cent solution in the cabinet. The nurse 
poured out two drams, adding an equal amount of 
distilled water. The solution was injected into 
the urethra of the patient, preparatory to pass- 
ing a catheter. Subsequently, an unexpected re- 
action followed, and it was then discovered that 
the solution was composed of sodium hydroxide. 
This resulted in injuries to the patient which ulti- 
mately took the form of strictures. 


In commenting upon the question. of liability of 
the defendant it was said: 


“A hospital, whether charitable or private, 
is immune from liability by reason of the 
negligence of its doctors or nurses with re- 
spect to any matter relating to the patient’s 


medical care and attention. 
* * * 5 


“A hospital is not exempted from liability 
simply because it is a charitable institution. 
The exemption follows because of the nature 
of the hospital’s undertaking to its patients. 
‘Such a hospital undertakes, not to heal or 
to attempt to heal through the agency of 
others, but merely to supply others who will 
heal or attempt to heal on their own responsi- 
bility.’ * * * The rule admits of no logical 
distinction between institutions maintained 
by charity and those operated for profit. * * * 


* * * * 


“The action of the nurse in preparing the 
solution upon orders of the physician was not 
in discharge of administrative duties to the 
hospital. ‘The acts of preparation immedi- 
ately preceding the operation are necessary 
to its successful performance, and are really 
part of the operation itself. They are not 
different in that respect from the administra- 
tion of the ether. Whatever the nurse does 
in those preliminary stages is done, not as 
the servant of the hospital, but in the course 
of the treatment of the patient, as the dele- 
gate of the surgeon to whose orders she is 
subject.” * * * 

scctianiillactaia 


Court Holds That Delay Bars Application for 
Reinstatement of Employee 


Insley v. Shanahan, 17 N. Y. S. 2d 25 


It appeared that complainant, a male nurse, 
had been discharged from his position in an epi- 
leptic colony, and that he was seeking reinstate- 
ment. The evidence showed that he had been dis- 
charged in January of 1939, and that he did 
nothing toward obtaining reinstatement until the 
following September. Under those circumstances, 
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the court held that he was guilty of delay which 
would bar his application for reinstatement even 
though the delay was occasioned by the pendency 
of a manslaughter charge which ultimately re- 


sulted in his acquittal. 
—_—_—_. 
Whether Hospital is Liable for Intern’s 


Tortious Acts 


Post v. Crown Heights Hospital, Inc., 17 N. Y. S. 

2d 409 

The plaintiff had been admitted to defendant 
hospital for the purpose of having an operation. 
After the operation, an intern administered a 
clysis injection, resulting in burns to the plaintiff. 
A judgment was had in favor of the plaintiff, and 
in holding that this judgment should be affirmed 
it was said: 


“There is no basis in this case for holding 
the defendant liable either upon the ground 
of the intern’s lack of competence, which 
would have been apparent were there proper 
supervision * * * or negligence in selecting 
him to serve as an intern. * * * Liability if 
any, must be predicated upon the ground that 
the defendant was the master, and the intern 
the servant; that the intern’s tortious acts 
was that of the master. 


“No doubt exists in this and in other juris- 
dictions ‘* * * that a hospital, if public or 
charitable, is not liable for the negligence of 
its surgeons or physicians in the treatment 
of its patients.’ 

ak * * * 

“The intern was the defendant’s regular, 
not special employee. What he did was with- 
in the scope of his duties for the defendant, 
and was part of a service for which the plain- 
tiff was paying the defendant. * * * The in- 
tern was not an independent contractor so 
far as the plaintiff was concerned. What- 
ever his remuneration, the defendant, who 
selected, employed, directed and supervised 
him, paid it.” 

sciatic 
Pennsylvania 


Court Criticizes Theories Upon Which Exemption 
from Liability of Charitable Institutions 
Has Been Placed 


Lichty v. Carbon County Agr. Ass’n, 31 F. Supp. 

809 

While the case under consideration does not 
involve a hospital, it will be noticed that the law 
and language of the court is applicable to char- 
itable hospitals. Therefore, because of this fact, 
and because also, of the fact that the Federal 
Court’s decision is in keeping with a tendency to 
restrict the application of the doctrines of ex- 
emption, the case will receive extended treatment 
at this time. 
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Plaintiff had been injured on the grounds of 
the defendant, which sought to escape liability 
on the ground that it was a charitable institution. 
The court held that defendant was not a char- 
itable institution, and in so doing, criticized the 
various theories upon. which exemption from lia- 
bility has been placed, saying: 


«“* * * A state has no public policy recog- 
nized by the courts except that derived by 
implication from the established laws found 
in the Constitution, the statutes, and the judi- 
cial decisions: Gable v. Salvation Army, Okl. 
Sup., 100 P. 2d 244. No public policy is evi- 
denced by the Constitution, statutes, or judi- 
cial decisions in Pennsylvania in favor of ex- 
empting agricultural associations from tort 
liability. The mere fact that the charter and 
the empowering statute therefor set forth 
educational purposes is not sufficient to estab- 
lish such a public policy. Nor is the non- 
profit nature of the corporation alone suffi- 
cient to establish such policy. And the fact 
that tax statutes have been enacted exempt- 
ing these corporations from tax is no proof 
of an intent to exempt them from tort lia- 
Mit. *** 

* te * * 

“The trust fund theory is sometimes ad- 
vanced as a basis for finding non-liability: 
* * * Tt is grounded on the principle that 
a charitable corporation holds its funds in 
trust for the charity to be administered, and 
it would be a breach of the trust to apply 
these funds to any other purpose. However, 
the modern tendency, and the best reasoned 
decisions permit the tort creditor to sue the 
trustee in his representative capacity and col- 
lect from the trust estate: * * *. The trust 
fund theory as a ground for exemption must 
necessarily break down under such decisions. 


“It has been said in sustaining the immu- 
nity of charities from tort suits that the rule 
of respondent superior does not extend to a 
case where the master receives no profit or 
personal gain from the services. This theory 
has been severely criticized and rightly so: 
* * * The liability of a master is predicated 
not on whether he profits by the services, but 
on the authority.and control which he exer- 
cises over his servants. 


“Some courts assert that charitable corpo- 
rations are ‘governmental agencies, and as 
such are therefore entitled to the same im- 
munity accorded to other governmental agen- 
cies. * * * Before this court could grant 
immunity on this ground, the organization. 
involved would have to be more closely allied 
with governmental functions than the pres- 
ent defendant is disclosed to be. 
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“Regardless of theories, this court thinks 
after a careful survey of the facts as devel- 
oped in this case, that this is not the type of 
institution or organization which should be 
granted immunity from liability for the neg- 





ligent torts of its servants. Defendant is sim- 
ply a private, nonprofit corporation, which, 
in its operation and activities, can show no 
sound reason. why it should not be held liable 
for its servants’ negligence.” 
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For the Administrator's Book Shelf 


LEGAL GUIDE FOR AMERICAN HOSPITALS. Emanuel 
Hayt and Lillian R. Hayt, of the New York Bar. 
Hospital Text Book Company, New York City. 
1940. 


The title of this treatise on hospitals and their 
legal problems is singularly accurate in that the 
book is an excellent guide for the hospital admin- 
istrator in enabling him to know and recognize 
the many legal aspects of hospital administration. 
The hospital world has been too long without this 
kind of treatise, written by legal scholars in a 
language entirely understandable by all persons 
connected with the hospital administrative group. 


The titles of the many chapters may at first 
appear to be designed to present to the hospital 
administrator facts of which he already has 
knowledge. However, the material of the chapters 
is painstakingly correlated with the law in such 
a manner as to show to the administrator the 
factual problem plus the legal solution to that 
problem. Thus, the chapter devoted to Hospital 
Organization and Management .deals with the 
duties of the governing group, the control of 
funds and investments, the liability of trustees 
for misfeasance in office, and for negligence, along 
with the problem of staff administration. Other 
chapters are devoted to tax exemption, hospital 
and medical insurance plans, the all-important 
question of hospital records and their use at law, 
the liability of hospitals for negligence along with 
the legal immunities from liability, and the vari- 
ous refinements and distinctions which have arisen 
since the rule of exemption was first announced. 


Subsequent chapters deal with the medical staff 
in relation to malpractice, nursing law, the re- 
sponsibilities of the intern, labor relations and 
the law, workmen’s compensation, hospital liens, 
and many other subjects of vital interest to the 
hospital superintendent in his task of administer- 
ing the hospital “within the law.” 


Of particular value is the fine analysis of the 
problem of hospital insurance. This analysis in- 
cludes the kinds of insurance ordinarily carried 
by hospitals, the kinds of insurance companies 
which write such insurance, the legal meaning of 
a contract of insurance, and then the chapter con- 
tinues with a study of malpractice insurance for 
the hospital, the physician on the staff, and then 
continues with a study of the various specific 
types of insurance, such as radium, explosives, 
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boiler, etc. That section of the chapter devoted 
to comprehensive hospital liability insurance is of 
interest to hospitals because of the fact that this 
kind of insurance includes in one policy almost 
every risk to which the hospital is subject in the 
handling and treatment of its patients. In view 
of the increased interest in the question of ade- 
quate hospital liability insurance, the authors’ 
analysis of this type of policy should be of ma- 
terial assistance to the hospital superintendent in 
enabling him to select a type of insurance cover- 
age which will properly respond to the needs of 
his institution. 


In addition to the material mentioned, the 
authors have thoughtfully included in their 
treatise digests of various state laws relating to 
the incorporation of hospitals, and have, wherever 
necessary, alluded to statutes which are applicable 
to the topic under discussion. The research does 
not stop at that point, however. The text ma- 
terial is finely annotated by the citation of deci- 
sions which control the various problems devel- 
oped, and further, the bibliography, for a volume 
of this size, is extremely detailed. Not only have 
the authors made available the authorities in 
their own field of the law, but they have carefully 
selected leading articles from the hospital jour- 
nals of the nation. Thus have they attained the 
ultimate in a book of this type—the presentation 
of a completely authoritative treatise. 


It is possible for the administrator to trace in 
this volume the development, legally, of his hos- 
pital organization from an idea to an actuality. 
However, the authors do not intend that their 
work shall provide a substitute for the offices of 
an attorney. They say in their introduction: 


“While intended especially for hospital ad- 
ministrators, the book may likewise prove of 
value to hospital attorneys, government offi- 
cials, physicians, medical students and organ- 
izations interested in the science of hospital 
administration. This volume, however, is by 
no means offered as a substitute for an attor- 
ney, any more than a volume on a medical 
specialty can take the place of a physician.” 


Thus, if the administrator will use this book 
with the cautionary remarks of the authors in 
mind, his legal problems in connection with the 
efficient administration of his hospital will be re- 
duced to a minimum. HB. #. ¢. 
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Personnel Management 


ARTHUR J. WILL 


papers have been read on the relation- 

ship between management and worker. 
The personal differences between individuals have 
come to be recognized more and more as vital 
factors in industrial efficiency. The productivity 
of groups of workers is necessarily dependent, in 
large part, upon the productivity of the individual 
members, each in his own work, of those groups. 
Individuals are differently endowed with those 
faculties of mind and body—especially those facul- 
ties of mind—which enable them to contribute to 
the work of the world. Because of these differ- 
ences in workers and because of the differing 
requirements of various kinds of work, one per- 
son will not succeed equally with another in a 
given task, nor will two tasks be done equally well 
by the same worker. Unless a proper adjustment 
is made between the worker and his work in these 
terms and between the worker and his working 
environment, the individual will not contribute 
in fullest measure to the economic well-being of 
society, nor will he benefit personally in maximum 
degree, nor will the work itself be done as well as 
it can be done and as well as it should be done. 


M v= books have been written and many 


The achievement of these wholesome human 
adjustments is essential to true industrial effi- 
ciency and is a prerequisite to the success of other 
important agencies—such as those named above 
—in establishing wholesome relationships between 
management and men, in promoting industrial 
production and in advancing social well-being. 


I shall attempt to set forth the principles under- 
lying the creation and maintenance of these 
wholesome adjustments, to define the instruments 
necessary in the work and to suggest how they 
can be utilized most effectively in making these 
principles active, dynamic forces in management. 


Historical Background of Personnel Work 


Business men are making their plans and their 
decisions in the light of plans and decisions others 
have previously made along the same lines. Few 
business houses or industrial concerns are willing 





Presented at the Association of Western Hospitals conven- 
tion, Los Angeles. 
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to entrust their destinies to executives who are 
not thoroughly conversant with the history of 
business principles in general and the develop- 
ments in their own fields of activity in particular. 
It is exceedingly important in a study of hos- 
pital personnel work, consequently, that we should 
consider the historical background of the relations 
between employer and employee and trace the 
steps which have brought us to our present con- 
ception. of the principles which underlie the whole- 
some and effective association of management and 
worker. 


In the middle ages the lot of the worker was 
not a particularly happy one. His was a dull, drab 
existence. His ambitions and his efforts were de- 
voted to earning the bare means of subsistence. 
Rarely did the thought of improving his lot cross 
his mind. The twinkling star of opportunity had 
not risen. The sunshine of equal rights had not 
lighted his ways. As he was born, so he lived 
and died. 


In America, young and fresh and unfettered by 
ancient traditions and class privileges, there ap- 
peared promise of better things. During the early 
part of the nineteenth century there was little 
parallel between industrial conditions in America 
and in Europe. The majority of the people lived 
on the land and there earned their livelihood. 
There was work for all and plenty of it. In the 
cities and towns this was the age of the small 
tradesman, the household industry; the age of the 
small workshop. In a degree probably never before 
attained the workers were regarded as human 
beings. Probably they were happier than they had 
ever been before. In certain fields, industrial 
activity assumed a very wholesome form. Mam- 
moth organizations had not yet come into being. 
Because the industrial unit was the home and the 
small workshop, the employer and his men were 
thrown together in a close personal relationship. 
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They worked at the same bench and ate at the 
same table. In such a relationship as this discon- 
tent and friction were less likely to arise through 
misunderstanding, although, of course, stupidity 
and refusal to cooperate inevitably brought about 
friction and discord in those days as they do today 
and as they always will. This condition of relative 
concord and efficiency might well have been the 
continuing basis for labor relations in industry 
had not the inventive faculty of mankind stirred, 
and industry entered upon the age of machines 
and machinery. 


Eli Whitney invented the cotton gin and over- 
night the need of the South for cheap labor over- 
whelmed all other considerations. Slavery in- 
creased and with the increase came the inevitable 
social evils. It is hard for us now to understand 
the mental processes by which a nation based on 
equality of human rights could condone a practice 
which outraged them, but we must remember that 
the economic need was apparently great and the 
interpretations of the meaning of justice were 
then, as they are now, varied and flexible. 


Privileged classes of that day believed that the 
world was theirs in a degree that even now our 
most obtuse reactionaries would not make them- 
selves ridiculous by claiming. The lesson of the 
French revolution in the field of government has 
not been taken to heart by employers in the field 
of business. It was not appreciated that the ulti- 
mate well-being of society as a whole, not the well- 
being of some privileged group, is and must be 
the standard and where-with-all of a success of 
any enterprise which serves society. Hundreds of 
thousands of lives were the price we had to pay 
to learn, that lesson. 


Results of the Mechanical Revolution 


With the elimination of slavery a brighter day 
seemed to have broken, but after all it was only 
the gray dawn. Men now worked for wages— 
a great improvement over working for “keep’”— 
The wholesome relationships of the small shops 
and the household industry became even more 
general. 


The mechanical revolution, however, upset this 
state of competitive tranquility. The home and the 
shop gave way to the factory. Industry learned 
that by grouping workers together in large num- 
bers, and that by standardizing their activities 
production could be tremendously increased and 
costs reduced. 


While mankind as a whole had benefited 
greatly, misunderstandings began gnawing at the 
fabric of sympathy and cooperation which had 
previously existed between employer and em- 
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ployee alike. In the home and shop discontent and 
friction seldom could exist. As a result of mis- 
understanding a gulf began to yawn between the 
employer and the workers. Where the workers in 
a single group previously numbered a handful 
they now numbered hundreds and even thousands. 
Whereas, previously the employee enjoyed the 
rich gift of friendship with his associates at the 
bench it now became possible to know them only 
casually, if at all; to know their faces and names, 
perhaps, but not their weaknesses and their 
strengths, their interests and ambitions, their 
family fortunes and their hopes. They became to 
him a group consisting of so many human beings 
capable of doing so much work. They became, in 
fact, almost as much a creator of mechanical 
power, and that alone, as the very machinery they 
operated. And so, probably without the em- 
ployees’ knowledge, and probably against their 
real purposes, there came into being an attitude 
on the part of management toward the workers 
which became known as the “commodity” con- 
ception of labor. 


Again the individual was immersed in a group. 
His individual aptitudes and troubles were for- 
got. He became a cog in a great machine. He 
had to be a very good and efficient cog else he was 
extracted and a new cog put into his place. He 
had to be a very respectful and uninitiative cog. 
There were far too many employees for the man- 
agement aloft on the bridge to consider the woes 
and merits of each one. 


So management delegated this function to the 
foremen, who in those days were not particularly 
qualified to exercise it, and almost always the 
management backed up the foreman, wrong or 
right. Management said it would be injurious to 
discipline to do otherwise. So the employees found 
themselves subject to the rulings of sub-bosses 
who generally were adept as far as the work itself 
went, but who were not skilled in handling men; 
if a pun will be permitted, they were more adept 
at “manhandling.” 


So fear entered the employees’ lives, a new fear, 
the heart-sickening, efficiency-destroying fear of 
losing their jobs undeservedly. So it became 
apparent that the growth of the commodity con- 
ception of labor brought with it a great deal of 
human unhappiness and a great deal of ineffi- 
ciency because men’s minds were diverted from 
production to protection. 


The Beginnings of Personnel Management 


Some few years ago a few forward-thinking 
employers here and there began to preach and 
practice a strange new doctrine. This doctrine 
was based upon. a frank acknowledgment that the 
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old personal contact between the employer and the 
employee was missing and that the lack of it was 
responsible for a series of evils. It stated that 
arbitrary control by management was apt to lead 
into troublous paths and that cooperation between 
management and employees was essential to 
efficient production. 


But the tenet of this new doctrine which left 
many of the old-school executives gasping for 
breath—and in fact still makes respiration diffi- 
cult for some—was that the workers had “certain 
inalienable rights” as human beings and that it 
was industry’s duty to recognize these rights. In 
fact, we seem to have arrived at the point where 
it is recognized that industry has a joint task and 
opportunity: to reduce waste in production and 
organization and to reduce loss in human happi- 
ness. The average man and woman will find satis- 
faction in his work when he is qualified for it and 
interested in it. When by action of the manage- 
ment or otherwise he gains this relationship with 
his work he will be as efficient a worker as it is 
possible for him to be. Because he is efficient he 
will get out more and better work and he will 
learn more, and to continue, because he earns 
more he is better equipped to provide himself and 
his dependents with those physical and cultural 
advantages which in turn contribute to his happi- 
ness. This again reacts favorably upon his mental 
attitude and his ability to produce, whereby the 
economic benefits to his employers are again en- 
hanced. It is a spiral—not a vicious one this time 
—making continuously for increased production 
and increased personal happiness. 


General Aspects of Personnel Procedure 


Personnel work cannot be mechanized. The 
employer who attempts to make his personnel 
procedure a matter of technique, records, and 
phenomena is leaving out the heart of good per- 
sonnel work. Personnel work if it is to be real 
must be personal work. There must be an inti- 
mate personal relationship between the manage- 
ment and the individual worker. 


Effective methods and records are instrumental 
in personnel work only insofar as they help to 
make this personal relationship more intimate 
and genuine. In attempting to achieve this result 
at Olive View, we have come to recognize the 
necessity for some kind of periodic contact be- 
tween the administration and the employee other 
than through daily supervisory relationship. 
When a worker has found his niche in the organi- 
zation and has gained that confidence which arises 
only out of familiarity with the surroundings the 
need for such an extra-routine contact with the 
employee becomes perhaps less constant. The 
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new employee, however, usually passes through a 
period of critical mental impressions during the 
first few weeks of his employment. These mental 
states of uncertainty are intangible but none-the- 
less influential and results, if not recognized 
and attempts made to contravene, in frequent 
labor turnover with the resultant depressing 
effect on production. We believe it advisable for 
someone in the administrative group to establish 
contact with the new employee and attempt to 
induct him into his new relationships in a pleasant 
and informative manner. Further, this type of 
approach furnishes information as to working 
conditions and as to the mental attitude of the 
workers which may have escaped the vigilance of 
the department heads and foremen. 


It is hard to believe to what extent the average 
employee will refrain from going to his chief with 
complaints and suggestions. Yet this hesitancy 
is not remarkable. Many executives assume an 
attitude which does not invite these kinds of com- 
ments. Employees sensing this hesitate to come 
forward with facts and fancies which might be 
of great value to the administrator in improving 
conditions within his organization. 


Incentive Toward More Efficient Development 
of Personnel 


The word “incentive” immediately summons to 
our thought the idea of specific rewards for 
specific kinds of achievement. Because we live in 
an economic world we naturally think of those 
rewards as financial in nature. In industry ex- 
amples of these are found in various piecework 
plans, in compensation according to task; in profit 
sharing as an agreement between management 
and its executive employees; in bonuses of various 
kinds for excellence in attendance and promptness, 
for length of service and for special manifesta- 
tions of cooperation such as that shown in attract- 
ing other desirable workers to the organization. 


The administrator, however, who is concerned 
with developing interest throughout his organiza- 
tion must necessarily utilize the instruments of 
personnel administration in developing a more 
comprehensive and basic interest than any of 
these specific interests to which the above specific 
incentives seem to apply. 


It is obvious, therefore, that the most powerful 
incentive which can be created in an organization 
exists in the definite tie-up between the individual 
performance as a whole and the reward which he 
is to receive in exchange, both in terms of present 
compensation and future advancement. 


As a matter of fact there is frequently a vast 
gulf between the belief of the administrator with 
respect to these matters and the belief of the em- 
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ployees. Employees demand more than a state- 
ment of policy that good men shall be advanced. 
They demand more than a statement that the 
individual is compensated according to the value 
of his services. In the majority of organizations 
the employees are conscious of the degree to 
which the particular abilities of individuals are 
lost sight of through their inability to sell their 
services or through their hesitancy to appear 
aggresive. Each grants that while management 
may be sincere in its expressed policy that pro- 
motion, and pay, and position, shall be governed 
solely by merit, management is frequently pre- 
vented from making good on such policy by lack 
of facts. The employee consequently feels that 
the tie-up exists between reward and the merit 
of the individual as management appraises it 
rather than by the reward for merit as it actually 
exists. 


The effect of such a mental attitude as this on 
the efforts of the worker is obvious. Consequent- 
ly, it is the administrator’s task to bring to bear 
upon these apparent mental processes the clear 
white light of correct information as to the ways 
and means at the command of its officers for 
making good on its policy of tying up reward with 
performance. 


There are, of course, several ways in which this 
information may be imparted. The most logical 
procedure is that of explaining the personnel 
technique to the new employee at the personnel 
office at the time he is engaged. If possible, it 
may be desirable to run a series of articles in the 
employees’ newspaper, or what would be called in 
the business world the organization house organ. 
This technique could only be followed by the large 
organizations which publish either newspapers or 
patient journals. Another method of imparting 
this information is through the use of bulletin 
boards. Many risks attend this method of pres- 
entation, however, and it should be used with a 
great deal of circumspection. Another means 
which has been successfully employed has been 
that of holding periodic lectures for the benefit of 
groups of employees. If a proper presentation is 
made a keener interest than ever may be aroused 
in the employee personnel. At the conclusion of 
such lectures it may be well to throw the meeting 
open for discussion and enable the employees to 
present any questions or arguments they may 
have which are pertinent to the subject. Again 
care must be used in directing and guiding such 
a meeting. 


There is a certain type of worker to whom the 
institution of methods of the type we have been 
discussing makes no appeal. A well-known char- 
acter in all organizations is the employee who 
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relies upon favoritism and aggressiveness to win 
him that advancement in pay and position which 
he cannot win by merit of performance. Any 
plan which proposes to tie up reward with actual 
performance is certain to win opposition on 
the part of the bluffer. Instances are known 
where employees have quit their jobs rather than 
remain in an organization where one must work 
for a reward. An analysis of these cases shows 
that the individuals have developed an unfortu- 
nate attitude of waiting for “dead men’s shoes.” 
It is fair to assume that labor turn-over of this 
kind is one of the wholesome results of the execu- 
tive tie-up of performance and reward. 


Supervision 


Before the commencement of the present per- 
sonnel management in industry we found that the 
foreman customarily hired and fired his own men. 
His idea of his duties as supervisor of workers 
showed him to be not very different from those 
who believed in rule by divine right. Quite natu- 
rally this led to a failure on the part of the fore- 
man to think too carefully or too sympathetically 
of the individual problems of his workers and 
brought about reliance upon discipline as the in- 
strument to promote production. 


The economic and social evils inherent in super- 
vision by fear became more and more apparent 
until with a sudden burst of enthusiasm the cry 
was sent up that personnel control should be con- 
centrated. Consequently, during these earlier 
years of the personnel movement, we find many in- 
stances in which the personnel department was 
not a staff and it was distinctly a line department. 
In some cases even the function of discipline was 
removed from the department of the adminis- 
trator. 


This extreme tendency toward centralization 
brought about difficulties of a different nature— 
most of them having to do with the matter of 
departmental control. In recent years, conse- 
quently, the trend has been toward the decentrali- 
zation of personnel work with centralized control. 
This tendency has resulted from the increasing 
appreciation of the value of the department head 
administrator as the real “personnel executive.” 


The foreman, or first line supervisor, occupies 
a position of great strategic importance as has 
been pointed out, regardless of the hospital’s atti- 
tude toward its people. The average employee 
will think of his administrator in terms of his 
immediate superior. If the first line supervisor or 
foreman is fair, generous in his attitude, helpful 
and inspiring, the employee’s attitude is apt to 
be that this is a good hospital or place in which 
to work. If, on the other hand, the first line 
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supervisor is a brusque, impatient, bitter, jealous 
and unfair person, the most honorable and sincere 
intention on the part of the administrator toward 
the employee will not prevent the subordinate 
from thinking of this hospital and its executives 
in uncomplimentary terms. As a matter of fact, 
the first Tine supervisor is a more powerful per- 
sonage than the majority of persons, his superiors 
included, usually appreciate. He exerts tremen- 
dous influence upon the effectiveness of the work- 
ers subordinate to him. According to the nature 
of his supervision he can break an employee who 
would otherwise be successful or develop to un- 
suspected degrees of efficiency an employee who 
otherwise would prove inadequate. The first 
line supervisor has it in his power more than 
any other person to promote or defeat the per- 
sonnel policies of the administrator which are 
planned to develop productiveness and efficiency 
on the part of the employees. 


Now, after having spoken at some length of 
the power to make or break employees and per- 
sonnel policies of the administrator which is in 
the hands of the immediate supervisor, how and 
what does it take to control this individual in the 
scheme of things? In other words, let us at- 
tempt for a moment to make an analysis of what 
we, as hospital administrators and executives 
should be and what our attitude toward our em- 
ployees, particularly those in supervisory capaci- 
ties, should be. 


What Constitutes a Capable Executive 


The hospital world needs men in supervisory 
positions who can command loyalty. It needs men 
who can handle subordinates and will consider the 
strengths and weaknesses of each, make allow- 
ances for them, and bring to bear upon each the 
kind of stimulus to which he individually will 
respond best. Our hospitals need men who will 
be less impressed with their importance than with 
the importance of their work, men who think of 
their results with their subordinates as an oppor- 
tunity for unlimited constructive endeavor rather 
than as a source of personal annoyance or as a 
chance to display, particularly, superiority. The 


capable administrator is the capable supervisor. 
Each will be successful in winning confidence and 
respect through his appearance and manner as 
well as through those more fundamental charac- 
teristics of knowledge, equal fairness and honesty. 
He will maintain at all times an open-minded atti- 
tude toward his associates and subordinates; he 
will welcome suggestions, even if they possess no 
merit in themselves, and will encourage his 
subordinates to develop their initiative insofar as 
possible. He will, himself, possess determination 
in a marked degree and will continually do things 
in new and better ways and will attempt improved 
methods in the work of his department. 


As I have explained, the capable hospital ad- 
ministrator must be successful in winning the 
cooperation of his workers, in developing in them 
pride of accomplishment, of workmanship, and of 
department. He will delegate authority wisely, 
and will organize the work of his hospital in the 
light of the special capacities and interests of 
his workmen. 


He will recognize as one of his primary re- 
sponsibilities that of developing his employees. 
The success of any administrator over a long 
period of time must necessarily depend in large 
part upon the degree with which he develops suc- 
cessful and capable employees. Other things be- 
ing equal, his success will be measured by the 
degree in which he fulfills this requirement, and, 
finally, of course our capable executive must be 
fully informed as to the technical aspects of his 
work and must have access to outside sources 
which will serve to increase the success with 
which he fulfills those technical duties. 


This is obviously a glowing picture of the ad- 
ministrator. Few men will meet all of these re- 
quirements in maximum degree, yet it is proper 
that our hospitals should set for themselves some 
such goal as this in building up their administra- 
tive personnel. Certainly only in the degree in 
which they are successful in doing so will they 
find success in building up the morale and effec- 
tiveness of the entire army of workers in the 
hospital field. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
Council on Hospital Service Plans 


ONPROFIT hospital service plans _ co- 
N ordinate the interests and activities of the 
general public, hospitals, and the medical 
profession. These groups comprise the tripod 


necessary to balance and support group payment 
for hospital care. 


Importance of Medical Cooperation 


The importance of medical cooperation is ex- 
emplified by the following excerpts from letters 
by service plans to medical practitioners: 


From a letter written to physicians by the 
Richmond Hospital Service Association and sent 
to all members of the Richmond Academy of 
Medicine with a covering letter from the chair- 
man of the Board of Trustees, of the Academy: 


“Your interest and cooperation in making the 
services of the Richmond Hospital Service Asso- 
ciation available to the public are much appreci- 
ated. Because continued cooperation of the med- 
ical profession is essential to assure its sound con- 
duct over the period of the coming years, I want 
to take this opportunity to point out the major 
points which are fundamental in the rendering of 
our service to the public. 


“Too much emphasis cannot be placed on the part 
the doctors played in the organization of the Plan 
and in the successful completion of four years of 
providing care within the average person’s means. 
In your hands rest success or failure of the plan 
because you authorize admission to the hospital 
of those who subscribe to the Plan. Your author- 
ization of admission automatically is accepted by 
the Participating Hospital as a liability to provide 
hospitalization under the terms of the contract 
for as many days as you feel is justified. You 
alone determine length of stay. Also your admis- 
sion diagnosis is unquestionably accepted to de- 
termine liability under the contract. The Partici- 
pating Hospitals, whose agent we are, of neces- 
sity placed complete confidence in the doctors be- 
cause we could not otherwise operate successfully 
and serviceably. 
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“Tt is essential to our continued sound operation 
that the doctors invariably discharge their pa- 
tients who are subscribers to the Plan just as they 
do those who are not, notifying the hospital as 
well as the patient of such discharge. If patients 
wish to stay in hospital longer, they should be 
advised by the attending physician that they are 
privileged to do so at their own expense. 


“It is gratifying to us to be assured by so many 
of the doctors that our assumption four years ago 
has been proven true, namely that subscribers to 
this Plan, who have been saved more than a quar- 
ter of a million dollars of hospital expense above 
their nominal monthly payments, can and do pay 
their physicians and surgeons more promptly than 
they did before the inauguration of the Plan.” 

* * * 


From a letter to physicians in the area served 
by the Associated Hospital Service of New 
York: “. .. You are probably aware that recently 
the Board of Directors of the Associated Hospital 
Service has been reorganized so as to assure ade- 
quate representation of the medical profession. 
The Board now consists of six representatives of 
the medical profession, six representatives of the 
hospitals, and six representatives of the public. A 
Medical Advisory Committee has been appointed 
by each of the fifteen County Medical Societies in 
the area covered by the Plan. These committees 
are being coordinated and a joint committee 
formed to act in a medical advisory capacity to 
the Board of Directors and particularly to the 
medical and hospital division of the Claim De- 
partment. All medical policies of the Claim De- 
partment will thus be reviewed by the represen- 
tatives of organized medicine. . . 


‘While the Plan has no intention of interfering 
with the physician’s care of his patient, it is im- 
portant that the length of stay in all cases be 
limited to that necessary for adequate medical 
treatment. . . You can readily see that an over- 
stay of even one day on the part of each Plan 
patient might result in a serious invasion of the 
Plan’s reserve fund. . .” 





New Medical Plans 


A voluntary pre-payment sickness care plan has 
been announced by the Medical Society of Milwau- 
kee County. Groups interested in the plan make 
application at the office of the Medical Society. Ap- 
plication for membership must be made for the 
entire family unit and accompanied by the appli- 
cation fee of $1.00 for each subscriber unit, plus 
the fees for the period agreed upon, which are as 
follows: Individuals, 50 cents per month; man 
and wife, 75 cents per month; man, wife and de- 
pendents, $1.00 per month. The plan becomes op- 
erative only when the agreed percentage of the 
group to which the subscriber belongs has made 
application and been accepted. 


Subscribers are entitled to consultation, office 
or home calls, physical examinations, surgical 
treatment, obstetrical care, free choice of physi- 
cian from the list of participating physicians. 
These benefits include all professional services 
commonly rendered by physicians and surgeons, 
and become available after the subscriber has paid 
a total of $24.00 to one or more participating doc- 
tors for service to himself or his dependents dur- 
ing the contract year. 


* * %* 


The following are excerpts from a general out- 
line describing the Blue Shield Plan of Medical 
and Surgical Care of the Hospital Service Corpo- 
ration of Western New York (Carl M. Metzger, 
executive director), as agents for the Western 
New York Medical Plan, Inc.: “The Blue Shield 
Plan, like the Blue Cross Plan, is a group method 
of budgeting sickness costs. The Blue Shield 
Plan provides for the payment of medical and sur- 
gical expenses to the doctor, just as the Blue Cross 
Plan provides for payment of hospital expenses. 


“The Western New York Medical Plan, Inc., is 
a local organization, chartered to underwrite the 
Blue Shield Plan without profit in the counties of 
Erie, Niagara, Orleans, Genesee, Wyoming, Cat- 
taraugus, Allegany and Chautauqua. . . The Plan 
is directed by prominent persons representing the 
interest of the public, the employers, and the med- 
ical profession. All such directors and the elected 
officers serve without pay.” 


Medical Society Approval 


Ann Arbor medical men have voted approval to 
the newly formed Michigan Medical Service, a 
medical insurance plan endorsed by the Michigan 
State Medical Society. Although opposing all 
forms of socialized medicine as a deterrent of 
their practice, most of the Ann Arbor doctors 
agreed that the new plan, carefully organized 
under an act of legislature, was not socialized 
medicine but was the “American way of having 
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people recognize their needs and create and ad- 
minister the measures to meet such needs.” 


Health Care for You and Your Family is a de- 
scriptive pamphlet issued by the Michigan Health 
Service, composed of the Michigan Society for 
Group Hospitalization (offering hospitalization 
service and sponsored by the hospitals of Michi- 
gan) and the Michigan Medical Service (offering 
medical and surgical care and sponsored by the 
doctors of Michigan). 

* * * 

The Texas State Medical Association has ap- 
proved the preparation of special legislation pro- 
viding a state-wide medical service insurance plan. 
This program will go before the House of Dele- 
gates of the State Society for approval before it 
is submitted to the legislature. 


National Hospital Day 

For National Hospital Day, May 12, 1940, Asso- 
ciated Hospital Service of Massachusetts, R. F. 
Cahalane, executive director, conducted a series 
of radio programs, issued a number of press re- 
leases, maintained a booth at a Kiwanis Commu- 
nity Exhibit at Salem from which they distributed 
material on the Blue Cross Plan and its relation- 
ship with the hospitals, and participated in a num- 
ber of other activities in cooperation with the hos- 
pitals. 

* ok * 

The Michigan Society for Group Hospitaliza- 
tion, John R. Mannix, director, published and dis- 
tributed a folder describing hospitals, their pur- 
pose and aim, and voluntary hospital service plans 
for National Hospital Day. They distributed 
30,000 of these pamphlets. 

* * * 

Hospital Service, Inc., Clement W. Hunt, execu- 
tive director, cooperated with member hospitals 
of the Plan in publicizing National Hospital Day. 
Letters were sent to all the former member pa- 
tients of the Plan, asking them to visit the Plan 
and their hospital on May 12. 


Exhibits including posters and fliers were 
placed in the foyer of each member hospital. 
These exhibits were so worded as to enable them 
to become permanent displays in the hospitals. 
Radio programs sent out from Harrisburg, Read- 
ing and Sunbury also featured the celebration. 

* * * 

A cardboard folder (314” x 452”) in honor of 
National Hospital Day was placed on the trays of 
all patients in the member hospitals of the Roch- 
ester Hospital Service Corporation, Sherman D. 
Meech, managing director. They were also placed 
in various banks throughout the area. 

* * %* 

Group Hospital Service of Kansas City, Earl R. 

Sweet, executive director, and Group Hospital 
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Service of St. Louis, Ray F. McCarthy, executive 
director, both participated in the National Hospi- 
tal Day celebration by paying the hospital bill for 
the first baby born on that day (also on Mother’s 
Day this year). In Kansas City, the lucky baby 
was Larry William Paul, born at Bethany Hos- 
pital. 


In St. Louis, the lucky baby’s name was drawn 
from a group consisting of all babies born between 
Saturday midnight and midnight Sunday. 


Labor Union Endorsements 

The Central Labor Union of Philadelphia and 
vicinity (A. F. of L.) and The Philadelphia In- 
dustrial Union (C.I.O.) have both made detailed 
studies of Associated Hospital Service of Phila- 
delphia, and have published their reports in 
pamphlet form. Both labor organizations officially 
reported that “The Plan offers the best buy on 
hospital care insurance today” and recommended 
that their members subscribe to this Plan. 

* cd Eo 

The following is a letter received by the Asso- 
ciated Hospital Service of Philadelphia from 
United States Senator James E. Murray: 


“It was very kind of you to send me the two 
reports on the Associated Hospital Service of 
Philadelphia, issued by the A. F. of L. and the 
C. I. O. groups, respectively. 


“T have followed with a good deal of interest 
the growth of the voluntary hospital insurance 
plans, and it is encouraging to learn that the plan 
which is operating in Philadelphia has the joint 
support of the labor groups. This is obviously a 
sound situation, and I presume that all of you en- 
gaged in this work are to be greatly congratu- 
lated on the worthy task you are performing.” 

* * * 

Hospital Care Corporation of Cincinnati, L. D. 
Fowler, executive vice-president, publishes 
monthly a bulletin entitled Hospital Care. Vol. 
1, No. 3, the latest issue dated June, 1940, states: 
“Organized labor in the Central Labor Council 
endorsed the Hospital Care Plan because it is a 
way for a working family to meet the inevitable 
of dangerous sickness without being obliged to ac- 
cept the paternalism of government or bow to the 
pity of charity. 


“The very nature of Americanism prizes self 
reliance. An American will fight reliance on any- 
thing else when the way is clear to rely on him- 
self. And when that inevitable disaster descends 
on a working man’s family where sickness re- 
quires hospital care .. . he faces the cruel tragedy 
of dependency or debt both riding roughshod over 
family ties... 


“But now the Hospital Care Plan is a way of 
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free choosing. It is American, the way of self 
reliance and foresight...” 


Dividends and Increased Benefits 

The Hospital Service Plan of the Holston Val- 
ley Community Hospital of Kingsport, Tennessee, 
George W. Eutsler, director, sent the following 
notice to subscribers: “In the judgment of the 
Executive Committee the accumulated surplus in 
the Hospital Service Plan is sufficient to justify 
remission of dues for all classes of members for 
the months of June and August, 1940. Accord- 
ingly, no dues will be collected or deducted by 
employers for those months.” 

+ @2-s 

Three new benefits were added to the services 
rendered subscribers by Group Hospital Service 
of St. Louis, Ray F. McCarthy, executive director, 
at the fourth annual meeting held on May 20, 
1940. These benefits, effective July 1, are: Emer- 
gency room service in accident cases; fourteen 
days’ care in general hospitals for illnesses pre- 
viously excluded, such as tuberculosis, mental and 
nervous disorders, social diseases and alcoholic 
and drug cases; all special medications and drugs 
required by a patient while in the hospital, ex- 
cept pneumonia serum, oxygen, and glucose. 


New Appointment 

Dr. S. S. Goldwater has been elected president 
and administrator of the Associated Hospital 
Service of New York. He will also serve as Com- 
missioner of Hospitals of New York City until a 
successor is appointed. David H. McAlpin Pyle, 
who has been serving as acting president, will con- 
tinue as vice-president and chairman of the execu- 
tive committee. 

Milestones 

The week of June 3 was the fifth anniversary 
of the Rochester Hospital Service Corporation. 
One of the features was the distribution of a 
pamphlet by the banks of Rochester with their 
bank statements. 

* * * 

Associated Hospital Service of Mahoning 
County, Robert E. Mills, director, recently cele- 
brated its second anniversary. Out of the 44,000 
persons enrolled during this period, 3,200 have 
received hospital care for a total cost of more 
than $88,000. 

* * * 

The second anniversary of complete family cov- 
erage was celebrated by the Hospital Service As- 
sociation of Summit County, Harold E. Roush, di- 
rector, on Thursday, May 16, 1940. All the em- 
ployees from the participating hospitals were in- 
vited to visit the Plan. This procedure served 
three purposes, namely: the office procedure and 
equipment were explained to the hospital em- 
ployees; employees of the hospitals and the Plan 
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had an opportunity to discuss their mutual prob- ° 
lems; a more friendly attitude was created be- 


tween the Service Association and the hospitals. 
* co * 


Julius H. Amberg, Grand Rapids attorney and 
president of the Michigan State Bar Association, 
was presented contract No. 200,000 when the 
members of the State Bar Association enrolled in 
the Michigan Society for Group Hospitalization. 

* * * 

The Hospital Service Association of Pittsburgh, 
Abraham Oseroff, secretary, has announced the 
hospitalization of its twenty thousandth patient 
under the Plan. The member, a resident of Wash- 
ington, Pennsylvania, was admitted to the Wash- 
ington Hospital, a participating institution. 


New Member Hospitals 

The nonprofit group hospitalization plan admin- 
istered by the Hospital Service Association with 
headquarters in Pittsburgh, Abraham Oseroff, 
secretary, has crossed the state-line and is arrang- 
ing to function in West Virginia. New member- 
hospitals will be the Ohio Valley General Hospi- 
tal, the Wheeling Hospital, both in Wheeling, and 
the Reynolds Memorial Hospital at Glendale, West 
Virginia. The entry of these northern West Vir- 
ginia hospitals into the Association brings to 76 
the total number of hospitals participating. 

* * * 

L. R. Wheeler, executive secretary of Associ- 
ated Hospital Service of Milwaukee, has an- 
nounced that the three Madison hospitals—Madi- 
son General, Methodist, and St. Mary’s—have 
joined the Association as participating institu- 
tions. Enrollment of subscribers in the Madison 
area will start immediately, with James M. 
Leonard, Madison representative, in charge. 

* * * 

The Hospital Service Association of Northeast- 
ern Pennsylvania, George T. Bell, Jr., executive 
director, has announced that the applications for 
membership in the Plan received from the Gen- 
eral Hospital of Monroe County and the Rosen- 
krans Hospital of Stroudsburg have been ap- 
proved by the Insurance Department of Pennsyl- 
vania. 

* * * 

The Alpena General Hospital of Alpena, Michi- 
gan, and the Sheldon Memorial Hospital of Albion, 
Michigan, have become participating institutions 
of the Michigan Society for Group Hospitaliza- 
tion. 

* * * 

The three Pueblo hospitals—Corwin, Parkview 
and St. Mary’s—have recently become members 
of the Colorado Hospital Service Association. Wil- 
liam S. McNary, executive director of the Plan, 
announced that they would take over the Park- 
view Hospital Pre-Payment Plan. 
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News of the Plans 

A card announcing the establishment of a 
branch office of the Colorado Hospital Service As- 
sociation in Colorado Springs was sent to all en- 
rolled groups in Colorado Springs as well as to 
many employers. The office is located with the 
Colorado Springs Junior Chamber of Commerce, 
121 East Pikes Peak Avenue; Joseph Grant, 
manager. 

* * * 

The Minnesota Hospital Service Association, 
Arthur M. Calvin, executive director, has been 
holding a number of educational meetings 
throughout the state with hospital superin- 
tendents and their boards, hospital staff doctors, 
county medical societies, Rotary and Lions’ Clubs, 
Chambers of Commerce, etc. According to Mrs. 
Virginia Liebeler, state enrollment supervisor, 
these sessions create enthusiasm and understand- 
ing which are favorable to new enrollment. Fre- 
quently the mayor of the town has proclaimed a 
“Hospital Service Week” during the same period 
when the educational meetings are being held. 

* * * 

The Board of Directors of Associated Hospital 
Service of Massachusetts at their last meeting 
voted to pay the member hospitals the second half 
of the 20 per cent deducted in March and April, 
1939. Checks for the re-payment were mailed 
during May, 1940. 

* * * 

In response to a number of inquiries about room 
accommodations, Decatur Hospital Service Corpo- 
ration, Donald Murphy, managing director, sent a 
letter to all group leaders explaining the exact 
type of accommodations available under the sub- 
secriber’s contract, and the reasons for providing 
this type of room accommodations. 

* * * 

Harold V. Maybee, managing director of Group 
Hospital Service of Wilmington, Delaware, to- 
gether with Dr. W. Edwin Bird, secretary and di- 
rector of the Plan, discussed the progress of group 
hospitalization in Delaware before the Lewes Ro- 
tary Club. 


* * * 


Hospital Service Plan of New Jersey, J. Albert 


Durgom, director, has moved its offices into 


larger quarters at 31 Clinton Street, Newark. This 


is the result of recent and anticipated growth of 


the nonprofit hospital service movement. 


Miscellaneous 

An article entitled “Budget Your Hospital 
Bill,” by J. Darwin Nagel, M.D., consulting physi- 
cian to the French Hospital, New York City, ap- 
peared in The Family Dollar, a Journal of Con- 
sumer Economics, April, 1940, issue. A limited 
supply is available from the offices of the Com- 
mission on Hospital Service. 
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Price Trends in Hospital Commodities 
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laws, the stage is set for business improve- 

ment. This is not the whole story because 
some artificial forces are bound to have a pro- 
found effect upon the aggregate volume of busi- 
ness. Outstanding is the unprecedented Govern- 
ment armament program. During the forthcom- 
ing fiscal year expenditures may run as high as 
four billion dollars. This great stimulus in spend- 
ing for preparedness automatically means a broad- 
ening demand for war essentials such as iron and 
steel, copper, lead, tin, wool, etc. Suppiy-to-de- 
mand ratios are bound to strengthen, forming a 
nucleus for higher prices. Then, too, expanding 
war orders anticipated since last September are 
now becoming an actuality. Exports for the first 
four months of this year ruled at a rate that was 
indicative of a valuation for the full calendar year 
above the four and one-half billion dollar mark, 
the highest for any period since 1929. 


B= on the natural functioning of economic 


The Allies at the moment are badly handicapped 
by an inadequate supply, not of men but of mate- 
rials, particularly essential military equipment. 
This country is now faced with the task of not 
only building in alignment with the National De- 
fense Program, but at the same time of supply- 
ing more and more materials to England and 
France. Certainly, the combination of a domestic 
business status free from conspicuous maladjust- 
ments, the impetus created by government spend- 
ing for armament, and the constantly mounting 
volume of war orders and actual shipments de- 
spite the scarcity of foreign ship bottoms and 
the Neutrality Act represents the foundation that 
ordinarily would support widespread confidence, 
enthusiasm and a policy of aggressiveness. 


However, even the business has improved from 
the April low, there is a general feeling of appre- 
hension, and conservatism predominates. There 
are two specific reasons for the general fear that 
has spread to every quarter. First, constant Ger- 
man aggressions with unbelievable success have 
raised a big question in the minds of businessmen 
whether the Allies can successfully stand off de- 
feat. The declaration of war by Italy on England 
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and France automatically strengthens the posi- 
tion of Germany. The records show that to date 
the struggle is a one-sided affair, and there is 
danger that the fall of France is imminent. Such 
an event would intensify the speculation as re- 
gards the ability of England to resist the on- 
slaught of well-organized mechanized aggression. 


Today, all of Central Europe and the Scandina- 
vian countries are under a dictatorship. A simi- 
lar condition exists as regards Russia and Italy. 
A German victory and peace terms dictated by the 
German Government would for all practical pur- 
poses abolish the capitalistic system in Europe, 
leaving this country to stand alone against the 
world. It is hard to visualize just what this means 
and space will not permit a detailed treatise of 
the possibilities, but it stands to reason that this 
country, whose degree of prosperity is determined 
by its ability to export surpluses, would inevitably 
be under a severe handicap. The channels of free 
international trade would no longer be open. For- 
eign trade would be conducted primarily on a bar- 
ter basis, and last but by no means least, the in- 
evitable change in world economic affairs would 
make questionable the real value of the great sup- 
ply of gold now hoarded in our vaults. These 
phases are causing fear, and rightly so. 


While France is struggling under terrific odds 
and her ability to stand up under the acute pres- 
sure now being exerted is daily becoming more 
remote, still it is unthinkable that England will 
give up. The war will continue. We should not 
lose sight of the fact that Germany is paying 
dearly with men, equipment, and munition, and 
furthermore, faces a tremendous task in solidify- 
ing the territories conquered to date. The final 
chapter in this war is still to be written, but with 
the major success favoring Germany, public senti- 
ment cannot help but reflect the consequences of 
the repercussions which would inevitably follow 
in the wake of a German victory. Incidentally, 
now that Italy is directly involved, the country to 
watch is Russia, a powerful force which funda- 
mentally is diametrically opposed to German prin- 
ciples. 








The other phase that is creating caution is the 
possibility that this country will become involved. 
While public sentiment has changed, yet every ef- 
fort will be made to hold our contributions within 


the limits of materials and credits. The truth of 
the matter is that this country is not in a posi- 
tion to render prompt and adequate man power. 
Still, it is usually the unexpected that happens, 
and recent events abroad tend to increase the 
chances of the United States becoming directly 
involved in war. Such an event would mean a 
spread of government control over labor, trade, 
finance, prices, transportation, power, and fuels. 
Again for the first time since World War. No. 1 
industry would be faced with the problems of man 
power mobilization and priority control. A sys- 
tem has already been set up which amounts to a 
dictatorship with much emphasis on price fixing, 
mounting taxation, and the restriction of profits. 


All Commodities 


The principal observation we wish to emphasize 
is that today price levels are deflated. Based on 
producing costs, there is no room left for impor- 
tant price weakness. While subsequent price 
changes are not destined to follow the uncon- 
trolled expansion chronicled from 1915 through 
1920, yet it is just plain common sense to pro- 
gress on the premise that even with the spread of 
price fixing, the underlying trend is upward. It 
is still within the realm of possibility that the 
Allies can halt the German drive, and this event 
is all that is necessary to cause a rebound in com- 
modity markets, particularly the speculative 
group, and a return of confidence. 


Drugs and Chemicals 


The price trend of drugs and chemicals has 
moved upward in an abrupt manner during the 
past month under the leadership of quicksilver. 


The declaration of war by Italy automatically 
means that foreign supplies will be cut off from 
American consumers. However, domestic produc- 
tion is steadily increasing, and current prices wili 
stimulate output to levels that will establish this 
country on a self-sustaining basis. Prices are high 
enough to fully discount bullish forces. Drugs 
and chemicals as a group are gradually working 
into a stronger economic and statistical position. 


Paper Products 


While prices for paper have held stable, yet the 
underlying status is rapidly strengthening. The 
bullish forces which predominate at the present 
time are as follows: (1) intensification of hos- 
tilities abroad; (2) spreading of the war zone 
to pulp-producing areas; (3) total supply of pulp 
in North America which is limited in view of the 
anticipated upswing in demand and the difficulty 
of securing requirements; (4) shifting sources of 
supply resulting in a mounting export trade 
whereas normally this country is a large importer 
of pulp; (5) shortage of shipping space, and 
therefore, no assurance of prompt deliveries; (6) 
gradually increasing producing costs. This coun- 
try is now an important exporter of paper as well 
as pulp. Total valuation of paper exports for the 
first four months of 1940 were more than $18,- 
000,000 as compared with less than $9,000,000 a 
year earlier. Higher prices for paper are strongly 
indicated. 

Cotton Goods 


Prices for print cloths, gray goods, cotton 
yarns, and other important cotton goods have all 
worked sharply lower in recent weeks. Weakness 
in raw cotton and a general low ebb in demand 
have been responsible for the lower price aver- 
ages. The magnitude of the price set-back ap- 
pears to fully discount adverse forces. Business 
activity is now working upward from the lows 
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reached in April and early May. Consumer in- 
comes are increasing, and the demand for cotton 
goods will be stimulated as the year progresses. 
Current price levels appear close to the actual cost 
of production. 

Surgical Dressings 


Whereas prices have held on a stable basis, yet 
it is important to note that quotations for raw 
cotton as well as the general list of cotton goods 
have weakened as compared with a month ago. 
As stated under Cotton Goods, improvement is 
under way, but due consideration must be given 
to the time factor, and hence there is no assur- 
ance that the immediate future can be success- 
fully bridged without introducing moderate price 
concessions in the surgical dressings field. 


Fuels 


Heavier consumption of soft coal is indicated 
during the near term. Exports are increasing 
rather sharply, and for the year to date show a 
material upswing over the same period last year. 
Price concessions recently offered in the bitu- 
minous field appear attractive. In regard to fuel 
oil, while the total supply of all types does not 
appear large in terms of the present and indi- 
cated rate of consumption, the situation continues 
‘to be characterized by a number of unfavorable 
features. First, export trade has dropped off 
sharply as a result of lack of available tanker 
space. Second, crude production and stocks are 
increasing, and any price weakness in the raw 
materials will be reflected in finished fuel oils. 
Bunker C quotations as well as light fuel oil prices 
have dropped off in recent weeks. The prospect 
of a further increase in stocks and the force of 
seasonal characteristics indicate that the price 
structure will be under considerable pressure dur- 
ing the near term. 


Groceries 


The Index of Groceries recorded a sizable de- 
crease during the past month. Beans represented 
the only commodity that strengthened whereas 
comparatively sharp reductions were noted in im- 
portant items such as cocoa, coffee, corn oil, cot- 
tonseed oil, flour, and rice. Generally speaking, 
the price readjustment downward has run its 
course, and most of the staple groceries are again 
in a definite buying zone. While stocks of food- 
stuffs throughout the world are materially greater 
than was the case a quarter of a century ago at 
the beginning of World War No. 1, yet it stands 
to reason that European nations will be in need 
of heavy supplies by early 1941. Briefly, as time 
goes on, grocery products appear destined to work 
into a stronger position. 
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Meats 


The composite index weakened during the past 
month under the leadership of lower prices for 
hogs and provisions. Beef prices held steady, and 
fresh lamb and mutton also recorded no change. 
Fundamentally, it is well to keep in mind that the 
number of livestock on the farms now stands ma- 
terially above the average of recent years. Fur- 
thermore, the production cycle has held on a high 
plane for the current year, encouraged by the 
abundance and cheapness of feed. It is our con- 
tention that prices of meats will fluctuate within 
fairly narrow limits, and at times will be under 
pressure. 


Dairy Products 


Prices for dairy products such as butter and 
eggs dropped substantially during the past month, 
a movement in alignment with seasonal character- 
istics and also reflecting rapidly rising stocks. The 
government, under the FSCC, are now planning 
to purchase large quantities in the endeavor to 
stabilize the market. It stands to reason that the 
current price level is extremely close to the cost 
of production, and hence is reaching ‘low ebb. 
Looking ahead, economic betterment is strongly 
indicated during the closing half of 1940, which 
should prove a factor in creating substantially 
higher prices by the end of the year. It is sound 
procedure to consider commitments at this time 
as regards dairy products for consuming needs 
during the late fall and early winter period. 


Miscellaneous 


Fresh fruits weakened during the month as 
apples in particular were lower. Supplies of fresh 
garden vegetables are now increasing in volume, 
and the price structure will be under considerable 
pressure from now on. Canned vegetables moved 
downward under the leadership of lower levels for 
tomatoes, while items such as canned corn and 
canned peas remained steady. There is little pros- 
pect of any important seasonal weakness in 
canned foods this year. Demand is increasing, 
particularly from Europe, and producing costs will 
be moderately higher than a year earlier. Canned 
fruits have held steady, and the statistical posi- 
tion fails to reveal any basis for early price weak- 
nesss. 


In summary, as, fundamentally, prices are low 
and there are definite signs of economic better- 
ment with the continuation of the war, it is a 
sound procedure to stick to the middle road and 
keep inventories in almost all cases at normal 
levels at all times. Furthermore, this is an ideal 
time to take into consideration the prospect of 
somewhat higher prices in general by early 1941. 
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Allocating Expenses 


JOHN H. SERVIS 


UR purpose is to explain what we believe 
O to be a simple yet effective method of 
allocating expenses which can be used by 

any hospital regardless of size. 


For a number of years prior to the year 1939, 
we had been preparing a monthly profit and loss 
report on all revenue bearing departments of the 
hospital after having allocated direct and indirect 
expenses to these departments by standard cost 
accounting procedures similar to cost systems 
used in industry. We compare this to distribution 
of costs in industrial accounting because few hos- 
pitals have detailed cost systems. 


Our cost ledger contains from 90 to 100 depart- 
ments which must be distributed to approximately 
40 revenue accounts necessitating a great deal of 
time being given to cost distributions, and result- 
ing in considerable delay in issuing our monthly 
operating reports. 


Basis of Distribution 


In an effort to improve this situation, it was 
decided to allocate all costs to our revenue de- 
partments only twice a year, that is in June and 
December, and, in other months, to substitute a 
report of direct expenses. We determined to find 
out how this was done by other hospitals and 
finally we obtained a copy of a direct expense re- 
port produced by the member hospitals of the 
Cleveland Hospital Council of Cleveland, Ohio, and 
we prepared a similar report to compare our cost 
figures with theirs. The results were very satis- 
factory, and the information contained in the re- 
port seemed sufficient for our purposes, so, with a 
few modifications, this is the report that is being 
prepared by us at the present time. Because this 
method of reporting costs was designed to meet 
the requirements of a group of hospitals, some of 
whose characteristics are widely dissimilar, it is 
sufficiently flexible to apply to almost any group. 
Furthermore, after arriving at the total direct 
charges for each department it is a simple matter 
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to allocate these expenses to revenue bearing 
accounts. 
Work Sheet 


To prepare our report we start by making a 
work sheet of the expenses for the period. Across 
the top of the sheet we list the kinds of expenses: 


Salaries and Wages 

Materials and Supplies 

Miscellaneous Expenses 

Total 
and down the left hand margin we write in the 
operating expense accounts which are divided into 
four major classifications: 


1 Administration 

2 Dietary 

3 House and Property 
4 Professional Services 


Operating Expense Distribution 


1 ADMINISTRATION 


Salaries and Wages—Director, assistant directors, 
office manager, secretaries, stenographers, typists, 
bookkeepers, clerks, telephone operators, collec- 
tion department personnel, cashiers, admitting 
clerks, information clerks, messengers, purchas- 
ing agent, stock clerks 

Materials and Supplies—Stationery and printing 
supplies, postage, association dues, telephone and 
telegraph, insurance, all expenses incidental to the 
collection of accounts, including commissions paid, 
etc., traveling expenses 


For the present we will disregard the credits for 
expenses of employees’ maintenance. We will dis- 
cuss those later. 


2 DIETARY 


Salaries and Wages—Dietitians, chef, cooks, butch- 
ers, bakers, kitchen maids, serving maids, dish- 
washers 

Materials and Supplies—All items of food, silver, 


dinnerware, etc. 
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3 HOUSE AND PROPERTY 
Laundry and Sewing Room 


Salaries and Wages—Head laundryman, washman, 
extractor operators, hand ironers, press ironers, 
linen sorters, maids, seamstresses 


Materials and Supplies—Laundry soap, laundry 
soda, starch, pins, all kinds of textiles, including 
dietary linen, sheets, blankets, pillow cases, sur- 
geons, gown, binders, curtains, etc. 


Housekeeping 


Salaries and Wages—Housekeeper, janitors, porters, 
wall washers, window cleaners, floor waxers, 
cleaning maids 


Materials and Supplies—Brooms, brushes, mops, 
soap, floor wax, sponges, paper towels, disinfectant 


Plant Operation—Heat—Light—Power 


Salaries and Wages—Chief engineer, firemen, and 
other heating plant employees, watchman and 
groundsmen, elevator operators 


Materials and Supplies—Coal, fuel oil, refrigeration, 
electricity, gas 


Maintenance and Repair 


Salaries and Wages—Master mechanic, carpenters, 
plumbers, painters, laborers 


Materials and Supplies—Building materials, plumb- 
ing supplies—payments to outside agencies for 
repairs 


Motor Service 
Salaries and Wages—Ambulance and truck drivers 


Materials and Supplies—Gasoline, motor oil, engine 
and body parts, washing, greasing, licenses 


Depreciation of Fixtures and Equipment 


Total depreciation on all fixtures and equipment 
based on accepted rates 


4 PROFESSIONAL SERVICES 


Nursing Services 


Salaries and Wages—General staff nurses, orderlies, 
nurse aides, and the proportionate share of the 
director of nursing service, supervisors, instruc- 
tresses, head nurses, etc., charged to nursing serv- 
ices. Not included are salaries and wages of 
nurses assigned to special service departments 
that are listed independently in this respect, e.g., 
operating room, anesthetic, out-patient depart- 
ment and central supply 


Materials and Supplies—Supplies that are requisi- 
tioned by patient floors and wards; drugs and 
medicines consumed on patient floors that are not 
charged to patients 


Nursing Education 


Salaries and Wages—Student nurses (as no cash is 
paid students, the salary amount is the amount 
charged for room, meals, and laundry), propor- 
tionate share of director of nursing services and 
assistants, supervisors, head nurses, instructresses, 
etc., charged to nursing education 


Materials and Supplies—Items purchased for ex- 
clusive use in this department 


Credit for Applied Time for Nursing Service— 
The hours per day which are applied by student 
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nurses are evaluated at a given rate per hour de- 
pending on whether the student is a sophomore, 
junior, or senior. As this time is contributed to 
nursing service we give nursing education credit 
for the value of applied time and charge this 
amount to nursing service. 


House Staff 


Salaries and Wages of resident doctors and interns 
assigned to patient service in general and does 
not include those assigned specifically to special 
service departments reported separately, such as 
anesthetic department and physio-therapy, etc. 


Materials and Supplies—Charges to doctors’ quar- 
ters for items withdrawn, interns’ uniforms, library 
expenses 

Operating Room 
Anesthetic 
X-ray and Radium 


Salaries and Wages—Personnel working in these 
departments, including interns assigned 


Materials and Supplies—Items withdrawn for use 
in these departments 


Laboratories 
Charges from Albany Medical College for laboratory 
service 


Pharmacy 
Salaries and Wages—Pharmacist and assistants 


Materials and Supplies—Drugs 
Medical Records 


Salaries and Wages—Record librarian, stenogra- 
phers and clerks in the department 


Materials and Supplies—Stationery purchased ex- 
clusively for medical records 


Physio-Therapy and Occupational Therapy 
Out-Patient and Social Service 
Salaries and Wages—Personnel working in these de- 
partments, including interns assigned 


Materials and Supplies—Items withdrawn for use 
in these departments 


Transfusions 
Purchase of blood of professional donors 


Control and Sterilizing 
Salaries and Wages of personnel working in these 
departments 


Materials and Supplies—Items withdrawn from 
stock room for this department. In effect, the 
sterilizing department does not consume these 
items so that whenever a department requisitions 
a supply from the sterilizing department that de- 
partment is given credit and the department 
requisitioning it is charged 


Cash Sales 


Cost of materials and supplies and labor sold to in- 
dividuals which bears no relation to patient costs 


The salaries and wages and materials and sup- 
plies and miscellaneous expenses would be posted 
to our work sheet and a total would be obtained 
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of the direct expenses of each department. At 
this point we would prepare our report of oper- 
ating expenses which is the report that has been 
distributed to you. 


The hospital standard of measurement is the 
cost per patient day and in order for a hospital 
to compare its costs with other hospitals, it is 
necessary to eliminate items that do not affect 
this cost. We operate on the premise that the 
cost of employees’ rooms, meals, and laundry is 
one of these items. Therefore, the salaries and 
wages charged to departments are gross salaries 


Our payroll is so designed that for distribution 
purposes we have gross salary, deductions for 
rooms, meals, and laundry, and net cash. Except 
for a few restrictions employees’ maintenance is 
elective. The gross salary item is included in 
salary expense of the department in. which the 
employee works. The total cost, on the basis of 
pre-determined values for rooms occupied by em- 
ployees, is given as a credit to housekeeping de- 
partment because the cost of our nurses’ home, 
interns’ quarters, and other employees’ quarters 
is charged to this department. The total cost of 
meals served employees is given as credit to the 
dietary department and the cost of employees’ 
laundry is credited to our laundry. The house- 
keeping department, however, is not entitled to 
all the credit for the cost of employees’ lodgings 
because administration should receive credit for 
the cost of insurance for these quarters, plant op- 
eration for heat and light and maintenance and 
repair department for the cost of its services. 
Therefore, the amount actually credited to the 
housekeeping department is reduced by these 
values. The difference between, the cost of meals 
served employees and the actual deductions for 
meals from payroll is shown as a profit or loss 
from sale of meals to employees. We also report 
the differences between actual cost and payroll 
deductions for rooms and laundry. The cost of 
meals for special nurses is deducted from the di- 
etary expenses and is reported as a separate item. 
After all of these adjustments have been made, 
we are able to determine the actual direct cost 
per patient day for these departments. 


Having arrived at a point in which all direct 
expenses have been allocated to revenue and non- 
revenue departments, we can, through prelim- 
inary and final apportionment, distribute all ex- 
penses to our revenue departments. It is recom- 
mended that this be done at the end of each year 
after the direct expense accumulations for the 
entire year have been obtained. A preliminary 
apportionment is made, for the purpose of estab- 
lishing departmental costs to be applied to reve- 
nue departments. To do this we would prepare 
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a work sheet listing on the horizontal lines on 
the left hand side of the sheet the names of the 
departments to which we have allocated the di- 
rect expenses, starting with administration and 
following in order. The same departments in the 
same order would be listed in vertical columns 
across the top of the sheet and after the last de- 
partment, we would head up a column entitled 
“Undistributed Departmental Expense.” The 
first account or department which is administra- 
tion, is distributed on the basis of the number 
of employees in each department. Preliminary 
apportionment being the distribution of indirect 
expense to establish the departmental cost, we 
would make no allocation to the department whose 
expense is being distributed. In other words, if 
10 per cent of all employees were in administra- 
tion, only 90 per cent of the expense would be 
apportioned to the other departments. The 10 
per cent would be posted in the column “Undis- 
tributed Departmental Expense.” 


Next we would allocate dietary expenses on the 
basis of the percentage of the meals served in the 
various departments. Laundry could be spread 
on the basis of the number of items requisitioned 
by each department or by the number of pounds 
of linen used. Housekeeping would be distributed 
on the area of the departments and so also would 
plant operation and maintenance and repair. 
Motor service is distributed to maintenance and 
repair, dietary department, and administration 
on the basis of the proportion of the time used 
by each. This completes the preliminary appor- 
tionment and we add the indirect expenses allo- 
cated to each department to the undistributed 
departmental expense for each to obtain the total 
departmental expenses for final apportionment. 


Final apportionment is the distribution of de- 
partmental direct and indirect costs to the reve- 
nue departments. This means that 100 per cent 
of each non-revenue department will be distrib- 
uted to the revenue departments on the basis of 
the number of meals served for dietary expenses, 
linen count, or poundage for laundry; area for 
housekeeping; plant operation, and, maintenance 
and repair; applied hours of nursing department 
personnel for nursing services; patient days for 
resident doctors and interns. We use the same 
kind of work sheet as was used for the prelim- 
inary apportionment. In the final apportionment, 
administration is distributed last. The basis of 
distribution is found by taking a total of the ex- 
penses already allocated to each revenue depart- 
ment and obtaining a percentage of the value of 
each department to the total of all departments. 
Administration is then distributed and the 
amounts added to get the final cost of each reve- 
nue department. 
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Teaching Dietetics to Student Nurses 


FAIRFAX T. PROUDFIT 


has been recognized as one of the essential 

subjects to be included in the nurse’s curricu- 
lum, but the method of instruction, the number 
of hours to be allotted to the subject, and the year 
in which it should be offered still remain to be ad- 
justed. The curriculum in schools of nursing has 
been subjected to an intensive and critical study 
during the recent past by the League of Nursing 
Education, and many changes and improvements 
have resulted from this work. In 1937 this organ- 
ization issued a “Guide for Schools of Nursing,” 
outlining various courses and offering construc- 
tive suggestions for the teaching of these sub- 
jects. Among those included are courses in 
dietetics and diet therapy. The American Dietetic 
Association has used the Guide as a basis for the 
outlines which it arranged and which are being 
used in the teaching of dietetics and diet therapy 
in many training schools today. 


F a number of years, nutrition or dietetics 


As the entire curriculum for nurses broadened 
and new fields opened to the graduate nurse, it 
became increasingly necessary to widen the scope 
of the courses pertaining to nutrition. The world 
at large was becoming diet-minded, and more in- 
formation on the subject was being demanded of 
the nurse in public health and welfare service, as 
well as in the hospital, school lunchroom, etc. Old 
methods were discarded and courses were ar- 
ranged to place emphasis upon prevention as well 
as upon cure, and to give the student a deeper 
understanding of the fundamental principles of 
nutrition, that she might recognize deviations 
from the normal body which constitute the ab- 
normal, or disease. 


The part played by food in relation to growth, 
development, and maintenance of the body as a 
whole is very important. The human body cannot 
be maintained in even a semblance of health un- 
less the nutritional requirements are fully recog- 
nized and covered. 


Prevention is the keynote of the new type of 
training. Keeping the body healthy by raising the 
status of nutrition seems more logical than to at- 
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tempt to overcome the results of ignorance. There- 
fore the teaching of diet therapy should follow 
rather than precede instruction in normal nutri- 
tion, or dietetics. 


The hospital draws its patients from all sta- 
tions of life, from all ages and frequently from 
many races, and offers many opportunities for the 
teaching and practicing of good nutrition. In 
working with others the nurse has her attention 
drawn to her own nutritional needs and is given 
an opportunity to correct any defeat occurring in 
her own nutritional status which might otherwise 
lead to undesirable developments. 


Need for More Comprehensive Methods in 
Teaching Dietetics 

Instructors in dietetics and educational direc- 
tors of nurses’ training schools recognize the need 
for more comprehensive methods for teaching 
dietetics and diet therapy. Lectures alone cannot 
give the student the appreciation of the subjects 
which is necessary. Even lectures and laboratory 
work may fall short in meeting her needs. She 
should be given the responsibility for feeding all 
patients coming under her care whether they are 
on routine or special diet, and she cannot be ex- 
pected to do this without carefully supervised 
training, not only in serving the trays, but in 
visiting the patients and finding out their needs, 
their food likes and dislikes, inhibitions and 
religious customs. Frequent conferences with the 
dietitian and physician in the wards and in the 
floor kitchens should enable her to grasp the sig- 
nificance of her theoretical training and make the 
essential tie-up between it and the practical side 
of her work. 


Not every hospital training school is prepared 
to offer such broad training in dietetics and diet 
therapy, but it should be the goal toward which 
all should work. 
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In the past the courses in dietetics and diet ther- 
apy were not so well organized and planned as they 
are today, but there is still room for improvement. 
The standards for training must be raised, the 
teaching of the subjects should be entrusted only 
to a trained dietitian with teaching experience 
and sufficient time should be allotted to the 
courses to assure satisfactory results. Hospital 
executives should be given complete information 
regarding the time which will be required of the 
dietitian for the teaching of these subjects, and 
also the amount of time off from ward and other 
duties which must be allowed the student nurse 
to cover this work. The hospital executives 
should likewise be shown wherein the institution 
benefits rather than loses from the proper train- 
ing of the nurses in dietetics and diet therapy. 
They should be shown that these studies are not 
just another time-consuming measure whereby 
the hospital loses the services of the nurse, but 
that they are an actual benefit, since the student 
is taught economy, correct tray service, and sim- 
ilar practical ways of serving both patient and 
hospital. 


The nurse has much to do in making the time 
spent in the institution comfortable and satisfac- 
tory for the patient. The food service occupies 
a prominent place in accomplishing this purpose. 
If it is good, the patient will remember it, but 
the memory is much longer when the service is 
poor. Poor service cannot be avoided when the 
person serving it is inefficient because she is igno- 
rant of what is right and proper under the cir- 
cumstances. When the courses in dietetics and 
in diet therapy have been carefully planned and 
executed, the chances for poor service in the hos- 
pital are minimized, and while it is impossible to 
promise perfect service from student nurses, the 
well trained nurse will undoubtedly realize and 
appreciate her responsibilities to a far greater ex- 
tent than one who has not received such training. 


Objectives of the Course of Study 


All recognize the fact that every course of 
study, in no matter what field, must have a defi- 
nite objective; the purpose of the study must be 
clearly defined, and the methods well outlined. In 
the courses on dietetics and diet therapy the ob- 
jectives are specifically outlined by the American 
Dietetic Association as set out below*: 


To teach the nurse the importance of good 
nutrition as a means of obtaining and main- 
taining good health for herself, as well as for 
those under her care both in the hospital and 
after she has finished her training and takes 
up private practice. 





*Courtesy of the American Dietetic Association. 
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To give her desirable attitudes and convic- 
tions relative to the principles of nutrition as 
they apply to herself, to her patient, to the 
family and to the community. 


To give her a basic knowledge of the prin- 
ciples involved in the selection, purchasing, 
care, preparation and service of commonly 
used foods and to apply these principles to 
the ordinary culinary problems of the family. 


To give her an appreciation of the aesthetic 
and social aspects of satisfactory food service. 


To give her the knowledge necessary to 
meet the present public demands for informa- 
tion in matters relating to food. 


To give her an appreciation of the impor- 
tance of teaching foods and nutrition in rela- 
tion to problems of nursing experience. 


To give her an appreciation of the impor- 
tance of dietary modification in the treat- 
ment of disease and the relation of diet ther- 
apy to other therapies in the care of the pa- 
tient. 


To develop in her an ability to apply gen- 
eral principles of diet therapy in the neces- 
sary modification of the normal diet. 


To teach her to evaluate diets and to in- 
terpret information in relation to dietary 
treatment. 


To develop in her the ability to teach the 
patient to understand his dietary needs and 
his responsibility for cooperation in carrying 
out his dietary treatment. 


To give her the skill to plan and prepare 
food for sick people and to serve it in such a 
way as to secure maximum results from the 
dietary treatment. 


In the “Guide” mentioned, the courses in die- 
tetics and diet therapy are planned on a unit sys- 
tem—that is, the subject matter is divided into 
units with so many hours allotted to each. Thus 
lecture and laboratory work can be as broad or 
as limited as desired. It only offers suggestions— 
the topics discussed may be rearranged or ad- 
justed as deemed necessary by the instructor. 
Even the sequence of the units may be adjusted 
since it is not always possible or desirable to give 
them in the order in which they are offered. In 
the Outline of Courses arranged by the American 
Dietetic Association this same principle is advo- 
cated, as the Association realizes that many train- 
ing schools will have to adapt the courses they 
offer to their own particular institution and 
problems. 


Lecture and Laboratory Periods 
The courses are arranged in units consisting of 
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lecture and laboratory periods. The laboratory 
work should immediately follow the lecture in 
order that the close relation of theory and prac- 
tice may be demonstrated. This scheme is not 
obligatory, but experience has shown its advan- 
tage over other methods separating the practical 
from the theoretical. 


The first course is given during the latter half 
of the first year, following the courses in chem- 
istry and physiology. In this way much repeti- 
tion is saved, since the courses in chemistry and 
physiology cover much that would necessarily 
have to be taught in dietetics to give the stu- 
dents a working knowledge of the fundamental 
principles governing the use of food by the body. 
By following the lecture with a laboratory period 
in cookery, it is possible to make the link between 
theory and practice and to impress the students 
with the importance of correct selection and prep- 
aration and service of food. 


At the termination of the practical work there 
should be time allowed for discussion and evalua- 
tion of the finished products both by the students 
and the instructor. Careful notes on the discus- 
sion and other parts of the laboratory work should 
be required of each student, and the note book 
should also be used to record the projects and 
progress of same which are carried on outside 
the actual class work. By keeping careful notes 
during the course in dietetics, the students will 
find much time is saved when a study of diet 
therapy is undertaken, since dietetics serve as the 
essential foundation on which must be built the 
work of modification of the normal diet for special 
diets. 


A Course in Dietetics for Student Nurses 


The following is a brief outline of the course on 
Dietetics to give a working idea of the ground to 
be covered. The subject matter has been divided 
into seven units with the suggested number of 
hours to be allowed for each unit. 


Unit I—Five to six hours—The lecture mate- 
rial includes an introduction to nutrition with its 
definition and significance in the production and 
maintenance of health and a discussion of the 
“Adequate Diet.” The laboratory periods for this 
subject should include a study of equipment, the 
use of scales, weights and measures, and tray 
service. 


Unit II—Seven to nine hours—The lecture ma- 
terial covers a discussion of energy metabolism, 
factors influencing basal metabolism, size, height, 
weight, sex, occupation, etc. The daily energy 
requirements of both adults and children and a 
study of foods furnishing energy; carbohydrates 





The author is indebted to The American Dietetic Association 
= League of Nursing Education for much of the data included 
ere. 
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and fats, particularly, come in this unit. The 
laboratory periods should include selection and 
preparation of foods furnishing the best sources 
of energy, carbohydrates, starches and sugars; 
preparation of foods rich in fats, such as bacon, 
salad dressings, cream dishes, etc. 


Unit III—Nine to ten hours—The lecture ma- 
terial should cover the second essential constitu- 
ent of the “Adequate Diet”—protein. Discussion 
of protein metabolism; building growth, mainte- 
nance material; quantity and quality of protein 
to fill the nitrogen needs of the body. The labo- 
ratory periods should include selection and prep- 
aration of foods rich in protein; complete proteins 
and proteins of lesser quality, and gelatine, the 
incomplete protein. Methods of broiling, baking 
and roasting meats; preparation of milk sauces, 
beverages, egg nogs, etc. 


Unit IV—Six to seven hours—This unit covers 
mineral metabolism, the third essential of the 
“Adequate Diet” being material for building 
skeletal tissue, teeth and blood. It also includes 
discussion of the more important regulatory ma- 
terials—calcium, phosphorus, iron, iodine, potas- 
sium, copper and manganese. For the laboratory 
periods, preparation of foods furnishing mineral 
salts, as milk, eggs, cheese, liver, vegetables and 
fruits. Cooking of vegetables, making of vege- 
table salads and milk (vegetable) soups. 


Unit V—Seven to eight hours—This unite in- 
cludes study of the fifth essential in an “Adequate 
Diet”—the vitamins. These regulatory sub- 
stances are discussed as essential to growth, 
health and proper functioning of the body organs; 
foods furnishing the vitamins; concentrates; re- 
quirements for adults and children and for preg- 
nancy and lactation. There should also be a brief 
historical outline of the discovery of the vitamins 
and the progress of vitamin research. Laboratory 
periods should cover selection of foods rich in 
each of the vitamins, A, B, C, D, riboflavin, nico- 
tinic acid and vitamin K. Milk, eggs, liver, green 
vegetables and fruits should be prepared in vari- 
ous ways with especial emphasis placed on fruits 
—fresh, dried, canned or frozen; as salads and as 
breakfast fruits. 


Unit VI—Four to five hours—Water, the chief 
constituent of the body is covered in this unit, 
as is also cellulose. Foods furnishing both water 
and cellulose and a discussion of foods used to 
supply fiber, or cellulose as bulk for the regulat- 
ing of the intestinal functioning of the body. Also 
the effect of cooking on cellulose should be dis- 
cussed. The laboratory periods should cover a 
comparison of the water content in various vege- 
tables and fruits; the preparation of water ices, 
fruit beverages (fruit ades) and of foods rich 
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in cellulose—whole grain and bran muffins and 
agar jelly. 


Unit VII—Eight to fifteen hours—This unit is 
composed of a discussion of meal planning, food 
slection, and nourishing the family, feeding it for 
adequacy and economy with special attention to 
studying the food budget and considering family 
food problems. In the laboratory during this unit, 
meals are planned for families of varying num- 
bers including individuals of different ages, for 
one day and for one week. Meals are also planned 
for families in which one member offers a special 
diet problem. This unit is a summation of both 
the theory and practice obtained in the other 
lessons, and the meals prepared must not only be 
adequate for a family group but must be served 
in an attractive way, they must be digestible and 
palatable. If there are sufficient members in the 
class, menus should be prepared for families on 
different economic levels. 


Nutrition in obstetrics, which includes nutri- 
tion in normal and abnormal pregnancy is usually 
given a place in the course immediately following 
the unit devoted to meal planning, but is not al- 
ways included in the regular course unless addi- 
tional hours are allowed for its study. The same 
is true of the study of nutrition for infants and 
children and for nutrition in public health service. 
These are very important subjects and undoubt- 
edly should be a part of the nurse’s training in 
dietetics. Nutrition in public health service is 
often offered in the senior year when the student 
is serving in the out-patient and social service 
departments. This is the logical place for such a 
course, but must be decided by the instructor in 
the individual institutions where there is a nurses’ 
training school in operation. 


Summary of Units in Diet Therapy 


The following is a summary of units in the 
course on Diet Therapy. 


Unit I—Introduction, one hour—Discussion of 
diet therapy from an historical standpoint, a re- 
view of the essentials of a normal adequate diet 
and the main modifications of the normal diet to 
meet the needs of specific pathological conditions. 
The first lecture should also include the discus- 
sion of the dangers of fad diets, and an outline 
of routine hospital diets. The laboratory session 
should include a preparation of diets illustrating 
routine diets as used in the hospital: liquid, soft, 
light and regular diets. 


Unit II—One hour or more—Lecture on the 
modification of the normal diet in conditions of 
the respiratory system: fevers and infections; 
(A) pneumonia; (B) typhoid, tuberculosis and 
other fevers of long duration. The laboratory 
periods should include preparation of diets suit- 
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able for these conditions showing the increase in 
energy intake (calories) protein intake and the 
modifications in residue. 


Unit I1I—Seven hours—These lectures should 
cover modifications of the diet for disturbances 
of the gastro intestinal tract: (A) diseases of the 
stomach and duodenum; (B) dietetic adjustments 
made for treatment of peptic ulcer, gastritis, hy- 
perchlorhydria, hypochlorhydria, achlorhydria, 
pre-operative and post-operative diets; jejunal 
(tube) feeding, ambulatory ulcer diets; (C) dis- 
eases of the intestinal tract; modifications in resi- 
due; non-stimulating diets; (D) dietary adjust- 
ments for diarrhea, constipation—atonic and spas- 
tic, also obstructive; (E) test diets for abnormal 
conditions of the stomach and intestines; (F) 
diseases of the liver and gall bladder. Labora- 
tory periods to cover lectures mentioned above 
should include preparation or demonstration of 
diets for gastric disorders, hypochlorhydria diet, 
gastric and duodenal ulcer diets, ambulatory ulcer 
diets and low, high and residue free diets. 


Unit IV—Two hours—The lectures cover modi- 
fications of the diet in skin and allergic conditions: 
(A) acne vulgaris, acne rosacea, psoriasis; (B) 
adolescent dietary habits and their relation to 
various skin disorders;.(C) allergy—disturbances 
resulting from food allergy, the foods frequently 
responsible, and trial and elimination diets. Lab- 
oratory periods should include preparation of one 
or more elimination diets (milk-free, egg-free, or 
wheat-free diets). 


Unit V—Eight hours—Modification of the diet 
in abnormal conditions of the endocrine glands 
and metabolism is discussed in the lectures of this 
unit: (A) diabetes; (B) hyperinsulism; (C) hy- 
perthyroidism; (D) obesity; (E) underweight; 
(F) Addison’s disease. The laboratory periods 
should cover the calculation and preparation (or 
demonstration), of weighed and measured diets 
including diets for diabetic children of different 
ages, calculation of 1,000 calorie diets (with espe- 
cial attention to the mineral and vitamin intake 
and the use of vitamin concentrates). 


Unit VI—Three hours—The lectures of this 
unit cover modification of the diet in the treat- 
ment of abnormal conditions of the circulatory 
system; blood and bloodforming organs: (A) 
cardiac disease; (B) hypertension; (C) anemias. 
The laboratory periods include planning and pre- 
paring cardiac diet—five meals with restrictions 
in calories, protein and sodium chloride, and 
anemia diets with modifications in iron and copper 
and the anti-anemic factor. 


Unit VII—Three hours—Modifications of the 
diet for abnormal conditions of the urinary and 
genito-urinary systems: (A) nephritis, both acute 
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and chronic; (B) nephrosis; (C) phosphauria (to 
inhibit the formation of stones—increased acid- 
forming foods, increased vitamin A and restric- 
tion in salt) ; (D) tuberculosis of the kidney and 
certain types of kidney stones—use of alkaline 
forming foods; (E) pyelitis and bacilluria (the 
ketogenic diet will be covered in Unit VIII). Lab- 
oratory periods should cover the selection and 
preparation of low protein, salt poor diets and 
high protein, low fat diets (treatment of 
nephrosis) . 


Unit VIII—Two hours—Modification of the 
diet in abnormal conditions of the nervous sys- 
tem are covered in this unit: (A) epilepsy; (B) 
migraine. Laboratory periods should cover the 
calculation of the diet prescription, selection of 
food and preparation of (1) menu for ketogenic 
diets of varying fatty acid glucose ratios (the 
high fat, low carbohydrate diet); (2) allergy 
diets which were also discussed in Unit IV. 


Unit IX—Two hours—The lectures in this unit 
should cover modifications of the diet in deficiency 
diseases: (A) xorophthalmia, beri beri, polyneu- 
ritis, scurvy, rickets, osteomalacia, pellagra, sim- 
ple goiter, nutritional anemia, deficiencies in foods 
carrying vitamins, minerals and good quality pro- 
tein. Laboratory periods should include the prep- 
aration of diets for the various deficiency diseases, 
with special emphasis upon reinforcing the diet 
with essential constituents and the use of vitamin 
and other concentrates. 


Unit X—One hour—Lecture should cover the 
modification of the diet in abnormal conditions of 
the musculo-skeletal system: (A) chronic infec- 
tious arthritis (high caloric, high vitamin diet) ; 
(B) static arthritis (low caloric diet) ; (C) gouty 
arthritis (restriction of purin bearing foods be- 
cause of the disturbance in uric acid metabolism) : 
(D) test diets. The laboratory period for this 
final unit should cover the preparation or demon- 
stration of purin free diets. 


On the completion of the course in diet therapy, 
as in dietetics, the student should be given an op- 
portunity to prepare and serve the therapeutic 
diets to the patients under her care who require 
special diets. Whenever it is possible, it is also 
desirable that the nurse should be permitted to 
put into practice her theoretical knowledge of 
therapeutic diets in the out-patient clinic by as- 
sisting patients in carrying out the physician’s 
diet orders. This should, of course, be done under 
close supervision, to prevent the possibility of 
incorrect or misunderstood information being 
given out. Practice and conferences help to in- 
crease the efficiency of the nurse as no other 
method can. 


In diet therapy as in other fields, the confer- 
ences, whether they be of individual or group type 
in connection with the case studies which the stu- 
dents make, serve to integrate nutrition with 
nursing care and add infinitely to the value of 
the nurse. 





Sister Ann Joachim 
One of the features of the Catholic Hospital 
Association Institute of Hospital Administration, 
to be held in St. Louis in July, will be the lecture 
by Sister Ann Joachim on “The Legal Aspects of 
Hospital Administration.” 


Sister Ann Joachim is professor of history, 
economics and political science at Sienna Heights 
College. She is the only Catholic nun ever ad- 
mitted to practice before the United States Su- 
preme Court and the only woman lawyer in 
Lewanee County, Michigan. She was graduated in 
Liberal Arts at St. Joseph’s College, in law at the 
Detroit College of Law, received her Master of 
Laws degree at the University of Detroit, her 
Master of Arts at Loyola University, Chicago, and 
her Doctor of Philosophy at Fribourg University. 


She gave up a profitable law practice in Detroit 
before entering the Dominican Community at 
Adrian, Michigan. She has contributed many 
authoritative articles on hospital law to the hos- 
pital magazines, and is the only practicing lawyer 
who works without a fee. 
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Employee Honored for Years of Service 





E. B. Stanley, president of the American Laundry Machin- 

ery Company, presenting the congratulations of his com- 

pany together with a gold watch to John Henry Marcus 

in appreciation of fifty years of honorable and satisfactory 
service 
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Hospital of Saint Barnabas and for Women 
and Children 





BELLE W. NOORIAN 


ark, New Jersey, the present Hospital of 

Saint Barnabas and for Women and Chil- 
dren was started under the name of “Saint Barna- 
bas House.” The name “Barnabas” means “Son 
of Consolation.” It was the first hospital to be 
incorporated under the laws of the New Jersey 
legislature. While its founders were members 
of the Episcopal Church, including the Right Rev- 
erend William H. Odenheimer, Bishop of New Jer- 
sey, and the rectors and laymen of the local 
churches, patients of any race or religion have 
always been admitted. 


S EVENTY-FIVE years ago in the city of New- 


Under the act of incorporation the institution 
was called the Hospital of Saint Barnabas. It soon 
outgrew its meager quarters and was moved from 
one location to another until in 1870 the site where 
it now stands was purchased by its trustees. 


For many years the Institution was supported 
by voluntary contributions alone. These were 
raised and augmented through the continuous ac- 
tivities of the Ladies’ Aid Society which was 
formed soon after the incorporation and is the 
present Guild. In the early years, the members of 
this society, in addition to their other duties, 
looked after the housekeeping and the nursing. 


The Hospital Was in Charge of the Sisterhoods 
of Saint Elizabeth and Saint Margaret for 
Forty-eight Years 


As time went on the work at the hospital broad- 
ened so in scope that in 1875 the Sisters of Saint 
Elizabeth were called upon to take charge, and in 
1881, the Sisters of Saint Margaret took over this 
responsibility. Under their efficient and loving 
care the hospital grew and prospered. When after 
forty-eight years of service they were obliged to 
withdraw because of illness, the hospital had al- 
ready passed many milestones, each marked by 
worth while accomplishment. 


The spirit that clothed every act of these Sis- 
ters with beauty still falls like a benediction 
throughout ward and corridor. It still brings its 
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word of cheer and of comfort; mental as well as 
physical ills are eased and over the beds of the 
poor and the needy it still hovers, star-like, bring- 
ing hope and peace, giving forth light where no 
light has been. 


In its staff, its constantly improved equipment, 
its largely attended clinics, the hospital had be- 
come an outstanding unit in the medical and sur- 
gical world. 

The “Hospital Review” 


In the year 1877 in order to increase the funds 
for hospital betterment, the Guild formed a pub- 
lishing committee and inaugurated the Hospital 
Review which they edited as a monthly magazine. 
For over thirty-five years it was the official organ 
of the hospital, and did more than any other 
agency in making known the need for money 
and equipment. It brought to its subscribers not 
only an unbroken record of the life and activities 
of the institution but a series of articles, stories, 
and personal items of unusual interest. 


The following, entitled, “The Old Wooden 
Pump,” is reprinted from the Hospital Review in 
1878 before the sanitary cup won popular favor: 


“In Halsey Street, in this city, opposite to 
the residence of Mr. Sayre, stands an old 
pump, or a modern successor of a long line of 
pumps. It has stood there for generations, 
dispensing its refreshment to the thirsty 
wayfarer. But it does not do so on the mod- 
ern plan of a tin ladle, to be dipped into a 
stream perpetually flowing. It is an old-fash- 
ioned wooden pump. The water remains in 
the cool depths, and whoever seeks it must 
take it by an actual physical effort; he can- 
not merely dip and drink and then pass on. 





115 















He must first look about for a cup—and if 
he finds one he must seize the pumphandle 
and deliberately help himself. If he finds 
none he may reasonably conclude that it is a 
private pump, and that the absence of such a 
convenience is in effect the warning, ‘Noli 
me tangere.’ But he will always find here 
this silent assurance that whosoever will may 
drink freely. For some years past there has 
been upon a tree within an arm’s length a 
cup, and beside the cup a little money box 
with a notice that whatever is dropped in it 
will go to St. Barnabas Hospital, to quench 
keener thirst than that of the casual way- 
farer, and bestow a refreshment more pre- 
cious than the ‘cup of cold water’ can give. 
And a little girl whose heart is full of sympa- 
thy for the sufferers at the hospital watches 
the treasure as it grows, and sends it to its 
destination. 


“This mute appeal has not been in vain, 
for every year the little box pours its con- 
tribution into the treasury. The last ac- 
knowledgment was for over eleven dollars. 


“Penny by penny it drops, day by day, from 
the hands of those whose kind hearts prompt 
them to remember the wants of others while 
satisfying their own. 


“Thus from this old pump, as one of the 
Divine sources from which the Hospital 
draws its life, comes this steady little stream 
of charity, falling Iike the manna in the wil- 
derness—‘dropping as the gentle rain from 
heaven upon the place beneath.’ 


“*Whosoever shall give to drink unto one 
of these little ones, a cup of cold water only 
in the name of a disciple, verily I say unto 
you he shall in no wise lose his reward.’ ” 


In 1912 the Hospital Review was succeeded by 
a quarterly called The Message. This contained 
reports of hospital service, acknowledgment of 
gifts and other important news. It is still con- 
tinued under the editorship of Mrs. Frank Moor- 
field and the Reverend John G. Martin, superin- 
tendent of the hospital. 


Hospital for Women and Children 


Not many years after this hospital was incor- 
porated there came into being in Newark, another 
hospital which was to play a vital part in the after 
years of both. This was the Hospital for Women 
and Children. It had its beginning in the Home 
for the Friendless of which at first it was a part. 
When finally it had become an entity of its own, 
in a building on Central Avenue and Tenth Street 
in Newark, the courage that had helped it to over- 
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Hospital in 1890 


come its earlier struggles, carried it to still fur- 
ther heights of success and of honor. Like the 
Hospital of Saint Barnabas its doors were open 
to all. It ministered in the highest sense, with- 
out thought of remuneration from those unable 
to pay. 


The Two Hospitals Merge 


Eight years ago these two hospitals were 
merged into one. The trustees of each became 
the trustees of the one. The medical staffs were 
united and in 1933 the two schools of nursing be- 
came one with Eva Caddy, R.N., director, former 
director of the Saint Barnabas school. The Rev- 
erend John G. Martin, who for ten years had been 


' the superintendent of the Hospital of Saint Barna- 


bas, became the administrator of the merged hos- 
pital. Economy, efficiency, equipment—each had 
reached a high mark in the merger of the institu- 
tions into a single general hospital for men, 
women, and children. 


It has the full approval of the American Col- 
lege of Surgeons and of the American Medical 
Association. 


A new hospital building, connected with the 
Montgomery Street structure, now spreads its 
wing across the southern area of the High Street 
property. It is of modern fireproof construction, 
air-conditioned in the operating and the delivery 
departments and in the babies’ nursery. Acoustic 
treatment is provided in the delivery rooms, cor- 
ridors, diet kitchens and dining room. Each pa- 
tient’s bed is provided with electric outlet for 
nurses’ call, supplementary lamp or treatment 
apparatus, telephone and radio. The latest self- 
operating elevators with electric ray door-control 
have been installed. An up-to-date pathological 
laboratory with full equipment and a modern 
x-ray department with new apparatus and an ex- 
cellent dark room are provided. Central heating 
with high pressure steam for the entire institu- 


_ tion is furnished from a new oil-burning power 


plant. 
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School for Nurses 


In the year 1895 the trustees established a 
training school for nurses which was an important 
phase of hospital development. The first class 
was trained by the Sisters of Saint Margaret and 
was graduated in 1897. 


This school rejoices in the newly erected hos- 
pital building as a field of experience. In its plan- 
ning the idea was always kept in mind that pro- 
vision should be made for the best medern tech- 
nique and facilities for correct instruction, so the 
wards of the old hospital were retained and im- 
proved. Here, men, women and children are given 
care at little or no cost to themselves and the stu- 
dents find abundant opportunity to demonstrate 
and perfect the qualities of personality and skill 
of nursing that are desirable in those who are 
privileged to serve the afflicted. 


The school of nursing of the Hospital for Women 
and Children graduated its first class in 1903 and 
continued to carry on as a separate school until 
1933 when the two schools were merged. These 
schools have graduated over 500 young women 
entitled to the registered nurse certificate, R.N., 
which symbolizes the attainment of skill and a 
high degree of intelligence in the performance of 
duties for which the nursing profession is re- 
nowned. 


The school is affiliated with the Jersey City 
Medical Center, the New Jersey State Hospital at 
Greystone Park and the Newark Visiting Nurses’ 
Association for experience in communicable dis- 
ease, psychiatric and public health nursing. It 
is registered in New York by the Regents of the 
University of the State and in New Jersey, where 
it is approved by the state Board of Nurse Ex- 
aminers. 


The year 1940 marks the eighth year of the 
so-called intensive block method of instruction. 
In this, class room work alternates with experi- 
ence in the wards, where, under supervision, the 
student nurses the patient, receives individual in- 
struction and attends conferences and bedside 
clinics. The attractive grounds surrounding the 
hospital have recently been enclosed by a high 
protective fence, thus allowing the members of 








The superintendent conducts chapel service, which is broad- 
cast through the hospital radio system to all patients 
who wish to listen. 


the school to go back and forth from the school 
house, and to indulge in tennis and other games in 
comparative seclusion. 


The ideals of the nurses as taught and exempli- 
fied by Eva Caddy, R.N., their director, are in- 
delibly impressed upon the students and gradu- 
ates. Considerate and efficient care of the pa- 
tients is her constant aim. 


The Guild 


The Guild, which from the start has been a 
most active organization, recently established a 
tea room and gift shop in the hospital. This has 
proved to be a great convenience to visitors and 
those within the hospital, as well as a successful 
financial enterprise. The acting director is helped 
by members of the Guild and Auxiliary and others 
appointed through the courtesy of the Newark 
American Red Cross. 


The care of the soul, as well as that of the body, 
has always been considered important in the hos- 
pital. Religious ministrations of all denominations 
are available. Deeds of unselfish love and untiring 
devotion from physicians, surgeons, staff and per- 
sonnel fill every page of the hospital’s life-history. 
Memories of what has been accomplished within 
its walls will shine forever—a glowing tribute to 
its founders and workers. Their steadfast courage, 
their unfaltering faith, still uplifts the work of 
the Hospital of Saint Barnabas and for Women 
and Children. 





—~<tie 
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Welfare Island Dispensary Dedicated 


The Welfare Island Dispensary, a unit of the 
Department of Hospitals of the City of New York, 
serving a large section of Manhattan, was dedi- 
cated on June 26. 

The new Dispensary is a five-story structure. 
It has a fully-equipped clinical laboratory. 
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The number of visits in 1939 was 238,418. 
Attendance was restricted because of lack of fa- 
cilities. With these greatly enlarged and well- 
equipped departments, it is expected that the 
number of visits annually will approximate 
500,000. 
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Relationship Between the Hospital and State 
Crippled Children's Program 


FLORENCE L. PHENIX 


they medical, social, economic or educational, 

are the responsibility of the community in 
which the child lives. The community responsi- 
bility may be either that of meeting the needs 
without cost to the parents, or of providing facili- 
ties through which the parents may purchase the 
assistance which will satisfy these needs. For the 
most part, the method employed is of necessity a 
combination of both procedures and the adequacy 
of the service provided through one channel is of 
direct concern to those arranging for care through 
other channels. 


The Wide Range of the State-Wide Crippled 
Child Program 


Bier mes the needs of a crippled child, be 


A crippled child program of state-wide nature. 


must take into consideration the total needs of 
individual crippled children. If the program is to 
approach acceptability, it must take into account 
all available facilities within the several communi- 
ties served, must coordinate these and must sup- 
plement them where indicated. Technically speak- 
ing, funds which have been made available 
through the social security act are to be used for 
medical care services. However, an approved pro- 
gram must take into account not only a child’s 
medical needs but his social needs as well. These 
cannot be met separately nor can they be intelli- 
gently considered without taking into account the 
economic factors and the present educational 
needs, as well as the need for ultimate preparation 
for remunerative employment. 


Coordinating Available Resources 


It would seem that the most important function 
of a state crippled children’s agency should be that 
of coordination of resources already available 
through hospitals, health agencies, social agencies 
and educational institutions. If the official agency 
is to function in this capacity it would then follow 
that its relationship to hospital services would be 
that of arranging for care and supervision to 
supplement the hospital care after discharge. 


Presented at the Tri-State Hospital Assembly, Chicago. 
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Broadening the Program of Patient Education 


While the patient is in the hospital he receives 
not only surgical and medical care, but he also 
receives a certain amount of education in the art 
of living, under the routines of the institution in 
which he is receiving his care. When he is ready 
for discharge from the institution he receives 
some additional instructions as to what he may or 
may not do when he returns to his home. I would 
give voice to a plea that the program of patient 
education by the hospital be broadened so that the 
patient is taught to live intelligently and inde- 
pendently within his own home, in so far as his 
capacities permit, after his discharge from the in- 
stitution. I would also urge that the hospital in- 
struct the state crippled children’s agency and 
place upon it the responsibility of continuing this 
educational program when the child returns to 
his home. 


Let us constantly remind ourselves that educa- 
tion implies that teaching has been or is being 
done. It is not always sufficient to merely present 
an explanation to the patient or his family. The 
adequacy of our educational program can be de- 
termined only by the extent to which that which 
we have taught has been effective. If the teach- 
ing has not accomplished the results we should 
reasonably expect, our method of instruction may 
be at fault, or the supervision which may be 
afforded the patient and his family may not have 
been continued over a period of time sufficient to 
obtain results. 


Crippled Child Care in the Home-Community 


I would also give voice to the plea that physi- 
cians consider all services provided a child within 
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his home community as continuation of and sup- 
plementary to the care given while in the hospital. 
We have in Wisconsin children receiving ortho- 
pedic care from an orthopedic surgeon in hospitals 
considerably removed from the child’s home com- 
munity. This situation is comparable to that en- 
countered in the majority of the other states. 
When these children return to their homes from 
hospitals, the supervision and after-caré they re- 
ceive, for the most part, determine the degree of 
success of the corrective care initiated during 
their hospital stay. The understanding of instruc- 
tions on the part of their parents and of the 
agencies within the community contributing to 
their needs will determine the adequacy of the 
care the children receive. 


Directing the Child’s Care for Best Results 
Possibly the most profitable points of immedi- 


ate consideration would be those having to do with 


the kind of information needed by those directing 
the child’s care in order to produce the results. 
The requests directed to the Crippled Children 
Division office would indicate that there is appar- 
ently little difference in the type of information 
needed by the physician, the parents, the public 
health nurse, the physical therapy technician, the 
teacher, and the welfare worker. 


First is the need of information regarding ex- 
tent and nature of the child’s disability. Is he in 
cast? If so, can he sit up or must he be kept in 
bed? Only with this information can plans be 
made to accommodate the child adequately in his 
home. Frequently, it is necessary for some agency 
to supply a bed in the home or plan for a wheel 
chair or other equipment if the child is to be given 
care which will not be detrimental to his con- 
valescence. The family may be financially able to 
provide for the child’s needs, but they need in- 
struction and often assistance in making adjust- 
ments. 


Before the child arrives in his home, informa- 
tion should be available as to the type of appli- 
ances worn, if any, what is expected of them, and 
whether they may be removed for designated 
periods. This is of particular concern to the family 
as a brace is a source of continued annoyance to 
them. It wrecks the furniture, wears out clothes 
and is a nuisance to put on and take off. If the 
reason for its use, the result to be anticipated and 
something of the length of time it may be neces- 
Sary are explained to the parents, as well as to the 
family physician, and those otherwise responsible 
for the child’s health supervision, better cooper- 
ation may be obtained. 


Restricting the Crippled Child’s Activity 
Another question which is of equal importance 


July, 1940 





is that of the amount of restriction which should 
be placed on the child’s activity. When he returns 
home from a period of hospital care, the family 
attitude is frequently at one of two extremes; 
either the child is allowed to run wild and do ex- 
actly as his wishes dictate, or he is protected to 
the point of harm. Either extreme is, of course, 
detrimental to the development and adjustment 
of the child and frequently actually harmful 
physically. This is a point which needs the in- 
formed cooperation of family physician and 
school and the assistance of any agency or in- 
dividual contributing toward the care of the child. 


Importance of Following the Instructions 
Recommended by the Orthopedist 


When a child returns to his home following 
orthopedic examination or orthopedic hospital 
care, the home, with the assistance of community 
agencies, assumes the responsibility of following 
recommendations made by the _ orthopedist. 
Whether the prescribed care be for physical 
therapy, corrective appliances or for some sort of 
medication, those responsible for seeing that these 
recommendations are followed should be aware of 
the goal toward which such care is directed. With- 
out a clear conception of the results which the 
physician hopes to obtain, the work of the in- 
dividual giving care may accomplish less than 
should be expected. 


Procedures During Correction and Convalescence 


The element of time in the corrective or con- — 


valescent program for any child is important to 
the family and also those responsible for financial 
arrangements if other than the family, as well as 
to those concerned with the social and educational 
facilities which must be adjusted to the child’s 
needs until such time as he may engage normally 
in activities of his age group. If the child is to 
develop acceptably, he must be given as nearly as 
possible normal opportunity for mental, emotional, 
and social growth. If the period of correction and 
convalescence is short, this is less of a problem. 
If the child is to experience prolonged periods of 
hospital care and convalescent care in his home 
following release from hospitalization, the situa- 
tion will require intelligent planning and close 
cooperation between the home, the school, and the 
individuals responsible for nursing, physical 
therapy, or medical supervision and care. 


The Extent of the Child’s Ultimate Handicap 


The point of paramount importance to the child 
is the probable extent of his ultimate handicap. 
This, of course, to the small child means little. 
However, if through the years of his development 
he can be prepared to face this situation with for- 
titude and develop ability to weigh his assets and 
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liabilities, he will be in a much better position to 
make the necessary adjustments as he grows 
older. 


Responsibility of the Physical Therapy Technician 


It would seem the responsibility of the physical 
therapy technician in a state crippled child pro- 
gram should be twofold. If she is employed in 
hospital service her responsibility is divided be- 
tween the treatment of children and the transfer 
of information regarding their treatment program 
when they are discharged. This transfer of infor- 
mation may be either in the form of instruction of 
parents or the making available for transfer to 
other workers outside of the institution, a state- 
ment of the treatment program. She should be 
responsible for providing the information which 
will make possible uninterrupted care of the child. 
If she is employed as a field worker or consultant 
outside the institution, she should provide physi- 
cal therapy where such service is indicated, but 
her main obligation, it seems to me, is the obliga- 
tion toward instruction of the parents and other 
workers with whom she is associated. This in- 
struction should be directed not only toward the 
care of individual children which is of primary 
importance, but should also be directed toward im- 
parting general information at her command, 


which, if understood, might prevent the develop- 
ment of situations which cause handicaps. 


There is a danger that those specializing in any 
phase of health work should avoid. It is the 
danger of considering their field so “special” that 
they fail in their educational obligation to those 
they serve. Every specialty is.the outgrowth of 
a need demonstrated by some group giving a gen- 
eralized service. Should we not expect a specialty 
to justify its existence by demonstrated ability to 
dispense knowledge and provide leadership? 


In conclusion, I should like to suggest that the 
administrative relationship between hospitals and 
state crippled child programs will vary among the 
states. The one constant factor is the child to be 
served. He can be served well only when his total 
needs, after he leaves the hospital, are considered 
in his physician’s recommendation for care and 
supervision. These recommendations should in- 
clude information and instructions regarding ex- 
tent of disability, wearing of braces, restriction of 
or capacity for activities, treatment to be followed 
at home until the date set for re-examination, the 
ultimate goal toward which recommended care is 
directed, length of time the program of care may 
be anticipated to continue, and the possible ulti- 
mate extent of disability. 


—<——_ 





A New Way to Control eae? Solution Strength 


The Wyandotte Keego Solution Strength Indi- 
cator is an electrically operated device for in- 
stantly and accurately determining and controll- 
ing the strength of dishwashing solutions. This 
Keego Solution Strength Indicator is a part of the 
dishwashing servicing equipment of Wyandotte 
representatives. 

The advantages of this device are that dishes 
may always be washed in a solution of proper 
strength, thus eliminating re-washes; anyone 
with normal vision can operate this device and 
maintain dishwashing solutions at correct oper- 
ating strength; dishes may always be washed in 
solutions of proper strength, so stained and dis- 
colored dishes may be materially reduced or elim- 
inated entirely; this indicator continuously shows 
the strength of the wash solution, so use of ex- 
cessive rinse water and waste of hot water may 
be controlled. 


The cylindrical object which appears at the left 
of the detailed photograph is known as a “dip 
cell” and is kept immersed in the dishwashing 
solution. The instrument itself may be set at any 
convenient place and plugged into any ordinary 
110 volt, 60 cycle A.C. electric outlet. The pointer 
on this indicator registers in the red, green, or 
yellow area according to whether cleaning mate- 
rial should be added, is just right, or is too strong. 
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The pointer knob on the face of the instrument 
should be set corresponding to the temperature 
at which the washing solution is maintained. 


It takes no longer time than it will require for 
you to read these paragraphs, to install this indi- 
cator on your dishwashing machine and to start 
it working. The installation of the Wyandotte 
Keego Indicator requires no special openings in 
your dishwashing machines. 
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Intimately related to Intravenous Infusion is Blood Transfusion, 
that new phase of Parenteral Therapy in which so many great advances 
are now being witnessed. 


In this field, Baxter pioneered with the original Baxter Blood Trans- On request, professional 
fusion Set; and has continued to pioneer by developing the present Parenteral Solutions 


Blood Transfusion 


widely accepted blood transfusion technique, utilizing the Baxter 
TRANSFUSO-VAC. 
ACCEPTED 
With the Baxter TRANSFUSO-VAC and clot-proof Filterdrip, one Pee 
operator can perform the entire sequence — Drawing, Citrating, Trans- wiisiauiace 
. ° . . e e ‘a - 6 Sodium Litrate 
: porting, Storing, Filtering and Infusing — with continuous aseptic in Physiological Solution 
: technique. —<—<—< 
OF 
LABORATORIES 
CALIFORNIA, TORONTO, CANADA, LONDON, ENGLAND 


by Don Baxter, Inc., Glendale, California 


of the Rockies by 
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Economies in the Hospital Pharmacy 


W. J. STAINSBY, M.D. 


looking for better ways of treating patients, 

and are often misled by glowing reports sent 
to them by the manufacturers of proprietary med- 
ications. As a result of this, many drugs are 
often used in the hospital, the therapeutic effect 
of which is either questionable or could be ob- 
tained just as well by a less expensive official prep- 
aration. At the same time, a great many hos- 
pitals make direct charges to patients for only a 
few of the more expensive items, with the result 
that the pharmacist at the end of the year records 
a substantial deficit for his department. 


Prvcting tor from their training, are always 


The Hospital Formulary Committee 


My interest in the subject began in 1932-33 
when the New York Hospital, of which I was a 
staff member, began recording enormous financial 
deficits due to the depression. Every phase of 
hospital administration was carefully scrutinized, 
including the pharmacy, and it was felt each year 
this department turned in a deficit larger than 
was necessary. 


A hospital formulary committee was appointed, 
of which I was a member, for the purpose of reg- 
ulating the use of drugs in the hospital. With 
aid of representatives of the different clinical de- 
partments, a list of drugs was prepared and be- 
fore a new preparation was included in the list 
evidence of its value had to be obtained. In the 
year following the adoption of the regulations of 
the committee, the New York Hospital Pharmacy 
was able to make a $50,000 ‘better showing even 
though the hospital treated more patients that 
year than ever before. My presentation today 
concerns the methods used at the New York Hos- 
pital and later at the George F. Geisinger Me- 
morial Hospital to effect such substantial savings 
in the pharmacy. I would like to emphasize that 
at no time was any drug or preparation eliminated 
if it could be shown to have some therapeutic 
value unless such value was fully represented by 
another drug. 





Presented at the meeting of the Hospital Association of Penn- 
sylvania, Pittsburg 
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Drugs of Similar Therapeutic Action 


The first step in hospital pharmacy regulation 
is to limit the number of drugs with similar 
therapeutic action. In examining the shelves of 
one hospital pharmacy, it was found that over 50 
preparations were in common use to put restless 
patients to sleep at night. Such a variety is ob- 
viously unnecessary. Three preparations for this 
purpose are considered sufficient. It is recognized 
by physicians that all patients do not tolerate 
drugs equally well, but a variety of three well- 
selected drugs to produce sleep has been found 
sufficient to meet all needs. Likewise, two prep- 
arations of digitalis are all that are necessary for 
the adequate treatment of conditions that require 
a digitalis effect. One preparation of digitalis 
meets almost all such needs. I refer to the digi- 
talis leaf as recommended by The American Heart 
Association. In addition to the leaf, it is neces- 
sary to provide one other form of digitalis in a 
purified state for parenteral use when the patient 
cannot take the drug by mouth. There are sev- 
eral satisfactory preparations of this type on the 
market, one of which should be selected. How 
often do we find several digitalis preparations on 
the pharmacy shelves with identical potency and 
therapeutic value? The purpose of lessening the 
number of drugs for hospital use is to permit the 
pharmacist to purchase his drugs in larger quan- 
tities and thus benefit from the larger discounts. 
It also permits his drugs to occupy a smaller space 
with greater efficiency in distribution to the 
patients. 


Testing the Purity and Potency of Drugs Used 


The large hospital of 500 beds or more will find 
it economical if they will provide themselves with 
a pharmacist trained to test the purity and po- 
tency of the drugs used in the hospital and to 
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The DR. URIE “Patient Comfort’ SPRING 


@ Provides Natural Position and Ease in Using Bed Pan 
@ Uses Standard 
Mattress and Linen 
@ Priced in Line With 
Ordinary Beds 







At a moderate price you can now get a 
bed with a bottom adjustable not only to 
all the positions of the Mt. Sinai bottom, 
but also providing TWO ESSENTIAL 
POSITIONS hitherto obtainable only in 
special equipment. 


@ thre regular “Gatch” or 

Fowler position. Disappear- 
ing handles, operating from both 
sides, permit nurse to be near 
patient. 




























9) Natural position and ease in 

using bed pan is provided 
by quickly lowering center sec- 
tion. Patient is held in position 
by extra spring support at point 
of downward flexion. Reduces 
catheterization. More effective 
shock position. The only bed pan 
spring using standard mattress 
and linen. 


& Head may be lowered below body 

level without blocks or extension 
casters. Lower end may be adjusted to 
four heights . . . or cranked into any 
standard position. A great advantage for 
many cases. 





Structurally the Dr. Urie spring is the 
equal of any standard bottom. Sturdily 
made. Easy to clean and sterilize. Pro- 
vides ample clearance for nurse’s cot. 


Se 
W-1703 (ILLUSTRATED) — Metal ends, roller grain 
finish, Walnut or Mahogany color, 3” casters, com- 


plete with Dr, Urie Spring - - + « - $50.50 These beds, with either Wood or Metal ends are available in 
F. O. B. Utica, N. ¥. various other styles and finishes. Further details on request. 


N-275—Matitress to fit Dr. Urie Spring, each - $12.50 


3100 W. CENTER STREET MILWAUKEE, WIS. 
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provide him with laboratory equipment to carry 
out such tests. When any pharmaceutical firm 
realizes that their product is subject to test before 
using, they will certainly see to it that their prod- 
uct meets all specifications fully and is in a fresh 
condition before delivery to the hospital. 


Regulating the Use of Proprietary Drugs 


By far the greatest financial saving comes from 
the regulation of proprietary drugs. It is from 
the sale of such medications that the large as 
well as the small pharmaceutical house makes 
the greatest profit. It should be an established 
rule of the hospital never to use a drug with a 
proprietary name if a similar preparation can be 
obtained under a non-proprietary name. By such 
changes to non-proprietary preparations I have 
seen large hospitals save several thousands of 
dollars per year for each item so changed. Like- 
wise, a proprietary drug should not be used if a 
similar therapeutic response can be obtained from 
a non-proprietary preparation even though the 
chemical formulae of the latter is different. If 
proprietary medications are subject to strict 
supervision, it will seldom be necessary for the 
hospital pharmacy to stock more than 10 or 15 
such preparations in order to meet fully the 
therapeutic needs of the hospital. The proprietary 
drugs, thus accepted, will in all instances be new 
preparations that have been shown to have def- 
inite therapeutic value, but have not been in use 
a sufficient length of time to have official (Phar- 
macopoeial) approval. When in doubt about the 
value of a proprietary drug consult New and 
Non-Official Remedies published by the American 
Medical Association or write directly to the Coun- 
cil on Pharmacy and Chemistry of the American 
Medical Association. 


Elimination of Unnecessary Mixtures of Drugs 


Elimination of all unnecessary mixtures of 
drugs is another large field for economy. Some 
physicians feel that in a mixture a secondary 
drug often augments the therapeutic effect of the 
primary drug or overcomes some deleterious side 
effect of the primary drug. Careful study of such 
mixtures seldom justifies the original claims for 
them, and even where such compounding seems 
justified, they can just as well be administered 
independently at the same time. When such mix- 
tures are prepared by a pharmaceutical firm, they 
naturally have to charge for the service; when 
prepared by the hospital, it is a great waste of 
the pharmacist’s time. On one occasion a urologist 
presented to our formulary committee a mixture 
for cystitis that contained thirteen drugs in addi- 
tion to a vehicle for which he fought very strenu- 
ously. On studying its contents, it was found 
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that only one of the drugs was present in the 
mixture in sufficient quantity to have any effect 
whatsoever. Claims of this kind often cause the 
sponsor some embarrassment, particularly when 
his favorite mixture has to stand the test of 
scientific criticism. Yet in the long run, such 
friendly criticism by his colleagues, stimulates in 
him a more critical attitude towards his thera- 
peutic procedures. Both the hospital and the 
patient benefit from this result. 


Manufacturing Drugs Dispensed in Bulk 


Little need be said about the importance of the 
hospital manufacturing drugs that are dispensed 
in bulk. This applies particularly to solutions of 
glucose, saline, and procaine. For the majority of 
hospitals the manufacture of such solutions con- 
stitutes a definite saving for the cost of transport- 
ing bulky material is much greater than the cost 
of making the solutions in the hospital. 


The Economy of Oral Administration of Drugs 


Another important item in the hospital economy 
is the use of oral administration of drugs instead 
of the hypodermic method whenever possible. Al- 
most all of us, I imagine, think of morphine as 
being administered hypodermically, yet in 90 per 
cent of cases, similar results would be obtained by 
placing an oral tablet of the drug under the 
tongue. It is only when the need is particularly 
urgent or the patient unable to cooperate is the 
hypodermic method necessary. These remarks 
apply equally well to several other drugs com- 
monly administered with a syringe and needle. 
Oral tablets are generally cheaper than hypoder- 
mic tablets because they do not have to be purified 
to the same extent. There is also the wear and 
tear on syringes and needles and the loss of nurs- 
ing time whenever the hypodermic routine is used. 


The last item that will stimulate savings in 
therapeutics is through the establishment of 
therapeutic conferences held at regular intervals 
by the medical staff. Many hospitals have patho- 
logical conferences where the causes of death are 
reviewed. How few hospitals have regular con- 
ferences where they can review the treatment of 
the patient and the prevention of death? Such 
therapeutic conferences, where treatment is re- 
viewed in a friendly though critical fashion, tend 
to stimulate rational therapeutics and promote 
savings from the elimination of unsound thera- 
peutic agents. 


The Committee on Drugs—Rules Under Which 
It Could Function 


To carry out these various suggestions, I would 
recommend that each hospital have a committee 
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ene pchonomneie~ ttt ° _— MANAGEMENT UNITED 


, 400,000 LBS. INCREASED 
| OUTPUT FROM SAME SPACE 


TOTAL LAUNDRY COST 7}3/,, 
PER LB. REDUCED TO A ¢ 4 


WHEN UNITED HOSPITAL INSTALLED 
2 HOFFMAN SHELL-LESS WASHERS 


The census increased from 120 to 165, laundry poundage 
jumped from 900,000 Ibs. to 1,300,000 Ibs. — at United 
Hospital, Portchester, N. Y. But the substitution of 2 
Hoffman "'Shell-less" washers for 2 ordinary washers — 
and a 40-inch extractor for a 30-inch—enabled United to 
turn out the increased poundage in the same floor space 
—and today the laundry works fewer hours than before! 


Above: Entrance to United Hospital 


Right: “Shell-less’”?’ Washers at United 


M | ae \ ie ae sae 4 
_S. HOFFMAN 2 6:5.3/6533 
ee e New York, N. Y. 


: COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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on drugs composed of a member of each. of the 
chief clinical departments and that the members 
be selected because of their known interest in 
rational therapeutics. Such committee might 
function efficiently under the following rules: 


1 Simple official (pharmacopoeial) sub- 
stances and any in Useful Drugs will be per- 
mitted for use in the hospital unless they 
have become superfluous. 


2 No article will be admitted except for 
controlled research before its therapeutic 
value has been established. 


3 No article of secret composition will be 
permitted. 


4 No article which is sold under a pro- 





prietary name will be permitted under such a 
name if a substance of identical composition 
or with similar therapeutic effect can be ob- 
tained under a non-proprietary name. 


5 No mixture of two or more substances 
will be permitted unless evidence is submitted 
that the mixture presents therapeutic advan- 
tages over the simple substance. 


6 No proprietary article will be accepted 
before it has been accepted by the Council on 
Pharmacy and Chemistry of the American 
Medical Association for inclusion in New and 
Non-Official Remedies. 


7 The committee will discourage the in- 
travenous and intramuscular injection of sub- 
stances that should be administered orally. 





Farewell to the Interns of 1940 


On other days, in other years 
I’ve been prosaic, stilted in my quest 
For words of wisdom, for parting cheers. 
Not so tonight with Eddie Guest our guest. 


Dids’t say prosaic—Nay, poetic is the theme 
On which this parting message shall be based 

All chastisement forgotten—just a dream 
With confidence in self the future’s faced. 


No more those days of fearful pride to face, 
Degree in pocket, discoursive science rife, 
But nearing that first patient’s resting place 

Abysmal ignorance is the rule of Life. 


There’s much we wished and much you hope and 
sought 
That’s not transpired, but pray thee shed no 
tears, 
We know there’s much of value you have caught 
To aid your Christly mission thru the years. 


In saying Au Revoir, we bid God-speed. 
Physician, know thyself, and go thy way. 
We've taught you well, those precepts which you 


need, 
Live them, Trust them—You shall have your 
day. 
D. M. MorRILL, M.D., 
Superintendent, 
Detroit Receiving Hospital 
sihdineiilla gens 


New Catalog Just Published 


You are due for an interesting session when 
you receive the beautiful new catalog just issued 
by American Hospital Supply Company, Chicago. 

It proves to be a tangible expression of their 
sincerity in trying to serve hospitals everywhere. 

The painstaking care used in assembling, ar- 
ranging, and indexing 8,000 items used by hos- 
pitals every day, the good taste displayed in color 
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and in description places this book in the category 
of a valuable reference volume of most practical 
value to the busy hospital administrator. 

This company takes a justifiable pride in the 
work they are doing in our field. It is obvious 
that they approach their chosen task with a cer- 
tain enthusiastic idealism which is a splendid re- 
flection of hospital work itself. 

Even a cursory glance at this book will give you 
confidence in this firm’s sincerity to serve you 
well. 


scicniaaltiilaias 
A New Type of Water Bottle 

A new idea in bedside table equipment makes a 
standard quart size milk bottle into a chromium- 
jacketed: water bottle. Will Ross, Inc., Milwaukee, 
Wisconsin, is responsible and sent us pictures of it 
with description. The milk 
bottle becomes the glass lin- 
ing. It can easily be removed 
for cleaning and _ sterilizing, 
and is inexpensive and easy to 











replace if broken. An inside flange on the neck of 
the metal container fits tightly against the top of 
the bottle so that it will not leak between the neck 
of the jacket and the top of the bottle. The all- 
metal chromium spring cap is easy to remove. 
Everything is furnished complete. 
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WHERE arYeeérs BEGIN... 
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Each is always seeking—the Institution with its ! 
operating needs—and the /ndividual, searching | 


for his or her place of greatest usefulness. 


For all their future, the greatness of both depends 


Between the two groups, there is an essential serv- 





! 
upon finding each other. | 
ice to be rendered. 

i 


Devoted from its beginning to this one service, 
The Medical Bureau has developed a technique 


which long experience has proved fundamental: 


Logical contacts are promptly and _ confi- 


dentially arranged. Needless and illogical 





contacts are avoided. Every inquiry and 


problem receive individual, personal and 





confidential attention. 





The work is separated into its logical func- 


tions . . . 1) Analyzing the applicant’s 





qualifications and acting for his interests; 


M. BURNEICE LARSON, Director 


2) Analyzing the institution’s needs and act- 
ing in its behalf. 


Institutions in need of career workers and individ- 
uals seeking careers of splendid service, are in- 


vited to write The Bureau frankly, in confidence. 


The MEDICAL BUREAU 


THE CONNECTING LINK BETWEEN MEDICAL ORGANIZATIONS SEEKING HIGHLY QUALIFIED 
WORKERS, AND SELECTED WORKERS SEEKING CAREERS IN THE MEDICAL FIELD 









Palmolive Building Chicago 
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The New Jersey Hospital Association 


The annual conference of the New Jersey Hos- 
pital Association was held in Atlantic City under 
the Presidency of Mrs. Mary Stone Conklin, su- 
perintendent of the Hackensack Hospital, June 
6-8, inclusive. 


The conference was particularly well-attended. 
Its registration included representatives from 
practically every hospital in New Jersey. 


The president and Dr. George O’Hanlon ar- 
ranged the program for the conference. The dis- 
cussions and round tables covered the current in- 
terests and problems of the New Jersey Hospi- 
tals. Among them were: 


Medical Care Plan for Low Income Groups and 
the Indigent 
Watson B. Morris, M.D., Springfield 
Discussion 
S. T. Snedecor, M.D., Hackensack 
Ellen C. Potter, M.D., Trenton 


Use of Convalescent Serums in Hospitals 
William Thalhimer, M.D., New York City 
Discussion 
Ellis L. Smith, M.D., Belleville 
Joseph R. Morrow, M.D., Ridgewood 


The Practical Aspects of Training Hospital Per- 
sonnel 
Edgar C. Hayhow, Paterson 
Discussion 
Crane Lyon, Newark 
Eleanor E. Hamilton, Newark 


Future Trends in Hospitalization Insurance 
Paul Keller, M.D., New York City 
Discussion 
George H. Buck, Trenton 


Nursing Education and Recreation 
George G. Deaver, M.D., New York City 
Discussion 
F. Stanley Howe, Orange 


The Crux of a Good Hospital 
Joseph C. Doane, M.D., Philadelphia 
Discussion 
Charles H. Young, M.D., Montclair 


Justice to the Hospital in the Distribution of 
Community Chest Funds 
William Orchard, Orange 
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Associations 


g 


Discussion 
W. Malcolm McLeod, Elizabeth 
Ivor H. Jones, Newark 


The Medical Record Librarian of Tomorrow 
Mrs. Sarah Milford, Ridgewood 
Discussion 
William J. Donnelly, Princeton 


The Value of Auxiliary Workers to General Hos- 
pitals 
Mrs. Charles S. Conklin, Hackensack 
Discussion 
Rev. John G. Martin, Newark 


Factors Relating to Nurse Registration in New 
Jersey 
Bernice Anderson, M.A., R.N., Newark 


Public Health Nursing Aspects of Hospital Social 
Service 
Mrs. Ada Higginbotham, Hackensack 
Discussion 
Mary Roberts, Orange 


President Conklin delivered her presidential ad- 
dress at the session on Friday morning. At the 
Friday luncheon, Raymond P. Sloan, editor of 
Modern Hospital, delivered an address on the 
“Extra Curricular Activities for the Hospital 
Dietitian.” 


The annual banquet was held on Friday eve- 
ning. The speaker of the evening was Wilbour 
Eddy Saunders, D.D., headmaster of The Peddie 
School, Hightstown, New Jersey, whose subject 
was “The Growth of Personality.” 


The round tables were led by F. Stanley Howe, 
director of the Orange Memorial Hospital. 


The officers for 1940-41 are: F. Stanley Howe, 
president; Thomas J. Golden, treasurer; and Dr. 
George O’Hanlon, executive secretary. 


An attractive feature of the conference was an 
extensive and well-arranged technical exhibit. 


The members elected to the House of Delegates 
are: 

Delegates: 
George O’Hanlon, M.D., Jersey City 
F. Stanley Howe, Orange 

Alternates: 
Otis N. Auer, Long Branch 
Florence P. Burns, Somerville 
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For Eftective Treatment 


of Gonococeie Infections 


Clinical studies have demonstrated that 
the majority of patients with gonococcic 
urethritis who prove amenable to sulfa- 
pyridine therapy experience a rapid sub- 
sidence of symptoms. 

Within a few days after the institution 
of sulfapyridine therapy, smears and 





cultures become negative for gonococci, 
the urine becomes clear, and urethral 
discharge ceases. 

Thus it appears that in sulfapyridine 
the physician commands a potent thera- 
peutic weapon for combating this wide- 
spread and distressing disease. 


Council & Aecefited 


Sulfapyridine is manufactured by Merck & Co. Inc. under license from the originators 
of the product, May & Baker, Ltd., of London. Supplies are available to the medical 
profession through their druggists under the labels of other leading manufacturers. 


Ltterature on request 


MERCK & CO. Ine. Manufacturing Chemists 





RAHWAY, N. J. 
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Minnesota Hospital Association 
Convention 


May 23-25, 1940 


The Minnesota Hospital Association Convention 
was held in Minneapolis, May 23 to 25. 


The first afternoon was given over to reports 
from the Councils and Committees. These reports 
gave evidence that the Association has been carry- 
ing on a constructive program of activity. 


On Thursday evening Past Presidents’ Night 
was observed with Dr. Fred G. Carter as the 
principal speaker. The meeting was held in St. 
Mary’s Hospital, Minneapolis, and consisted of a 
buffet supper followed by an entertaining pro- 
gram. 


On Friday morning the eleven Allied Organiza- 
tions presented their problems to the group in 
general. At noon, following a buffet luncheon, 
an excellent style show was put on by the local 
stores. 


On Friday afternoon the “Pro and Con” dis- 
cussions worked out very nicely and many excel- 
lent points were obtained. 


The annual banquet was held Friday evening. 
An excellent musical program preceded the ad- 
dress of the evening on “Courtesy,” which was 
given by Miss Joan Wing, New York City. 


Saturday morning an outstanding program was 
given with Jim Early of Hibbing, Minnesota, talk- 
ing on “The Work and the Interest that a Trustee 
Should Know” and A. M. Calvin talking on “Group 
Hospitalization in the States.” A very excellent 
paper was presented by W. B. Thrush of the Day- 
ton Company, Minneapolis, on “Collection Psy- 
chology,” and a very extended and thorough dis- 
cussion on “Charitable Trusts and Taxation” was 
given by George Wallace, an attorney from Minne- 
apolis. The last talk was that on “Job Analysis” 
by Mr. Kaiser from the Department of Civil Serv- 
ice, State of Minnesota. 


Between seven and eight hundred people were 
in attendance at the conventions. Of the 228 
hospitals in the State of Minnesota, 206 are mem- 
bers of our Association. 


The following officers were elected for the com- 
ing year: Ray Amberg, University Hospital, 
Minneapolis, President; Esther Wolfe, St. An- 
drew’s Hospital, Minneapolis, President-Elect; Dr. 
Walter Gardner, Anoka State Hospital, Anoka, 
First Vice President; Eda Kamrath, Hutchinson 
Hospital, Hutchinson, Second Vice President; 
Emil Hauge, Fairview Hospital, Minneapolis, 
Treasurer. Board members are as follows: A. G. 
Stasel, Eitel Hospital, Immediate Past President; 
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J. G. Mitchell, Colonial Hospital, Rochester, 2 
years; Dr. Thomas G. Broadie, Ancker Hospital, 
St. Paul, 2 years; Sister M. Rosaria, O.B.S., St. 
Cloud Hospital, St. Cloud, 1 year. 

Dr. A. F. Branton was reelected secretary. 





The Hospital Association of Hawaii 

The Hospital Association of Hawaii held its first 
annual conference in Honolulu, June 18, under the 
presidency of Gustaf W. Olson, now superin- 
tendent of Queen’s Hospital, Honolulu, and for- 
merly superintendent of Los Angeles County Gen- 
eral Hospital, Los Angeles. The program ar- 
ranged was of particular interest to the hospi- 
tals and hospital administrators of Hawaii, and 
the conference attracted the attendance of repre- 
sentatives of every hospital in the Islands. 


The Program 
Morning 
Messages of Welcome 
Honorable Joseph B. Poindexter, Governor of Hawaii 
Honorable Charles S. Crane, Mayor of Honolulu 
Mrs. David Y. K. Akana, R.N., President, Terri- 
torial Nurses’ Association 
Papers to be follawed by discussion: 
Territorial Laws Affecting Hospitals 
Honorable Joseph V. Hodgson, Attorney General of 
the Territory of Hawaii 
The March of Hospital Progress in Hawaii _ 
Nils P. Larsen, M.D., Medical Director, The Queen’s 
Hospital 
The Nursing Situation in Hawaii, with Special 
Reference to Supply and Demand 
Margaret R. Rassmussen, R.N., Registrar, Nursing 
Service Bureau ; 
Cooperative Medical Service in Hawaii 
William M. Bowman, General Manager, Hawaii Med- 
ical Service Association 


Luncheon 
Address: Highlights from the History of Planta- 
tion Hospital Development in the Territory of 
Hawaii 
Frederick Irwin, M. D. 


Afternoon 
Personnel Problems and Employee Welfare 
Gordon R. Virgo, Welfare Director, Waialua Planta- 
tion 
Buying for the Hospital 
David P. Penhallow, Purchasing Agent, Castle & 
Cooke, Ltd. 
Establishing and Maintaining Good Public Rela- 
tions 
Marguerite Peters, R.N., Superintendent Kapiolani 
Maternity & Gynecological Hospital 
Round Table Session. Subjects for discussion: 
Admitting Procedures Occupational Therapy 
Anesthesia Service Pharmacy 
Food Service Physical Therapy 
Housekeeping X-ray Service 
Laundry and Linens Utility Services and Gen- 
Medical Records eral Maintenance 
Nursing Service Waste Control 
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A SUPERIOR REMOVABLE SUTURE 


This dispensing box, designed for non-sterile Zytor Sutures, 
was developed to meet hospital demand. Surgeons have been 
quick to recognize Zytor’s many inherent qualities as a skin 
and “stay” suture. These advantages include: (1) Remarkably 
well tolerated in tissue, with very little foreign body reaction. 
(2) Plastic and pliable when wet or dry. (3) Uniform in ten- 
sile strength. (4) Tissues cannot infiltrate into this single 
filament strand during the healing process. (5) Uniform in size. 
(6) Non-capillary and chemically inert to all body fluids. 


Desired lengths of Zytor Sutures can be drawn freely from 
this dispensing container and cut off—the remaining material 
is kept clean and protected on a metal spool inside the box. 


Zytor Sutures are easily sterilized by boiling or autoclaving, 
according to the directions appearing on the box. 


Curity’s suture research laboratory leads again with the intro- 
duction of this new suture material in a form particularly 
adapted to hospital needs. Constant development of new and 
improved products is a major part of Curity’s contribution 
toward never-ending progress in the efficiency and economy 
of hospital operation. 


LEWIS MANUFACTURING CO., Division of THE KENDALL COMPANY 
Walpole, Mass. 


DRESSINGS SUTURES ORTHOPEDIC PRODUCTS 


July, 1940 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ The major function of the hospital is to treat 
sick people. The financing of these medical in- 
stitutions requires rational administrative plan- 
ning. Even in the best of times this problem of 
financing is a grave social responsibility. Tradi- 
tion and custom have schooled society to expect 
and demand certain qualitative performance. To- 
day demands upon these same institutions are 
greater than ever before. Minimum budgets must 
be geared to maximum demands. It now becomes 
necessary, more than ever, to analyze every requi- 
sition, scrutinize every purchase, to insure the 
greatest economy possible. The major way to 
economize is to spend judiciously. 


* * * 


The C. C. C. of Wise Spending— 

In the basic sciences, all terms can be reduced 
to mathematical equations and measurements de- 
termined accordingly. Unfortunately, no formula 
has been devised as a yardstick upon which to 
measure administrative productivity. It is a 
known fact that hospitals as a rule do not enjoy 
the maximum efficiency because of a lack of cour- 
age, confidence, or cash. To spend judiciously is 
to enjoy the maximum benefits for cash outlay. 
Spending for economy implies purposeful expendi- 
tures. By definition economy denotes order, con- 
duct, stewardship, housekeeping, methodology. 
There are three types of economy—economy of 
performance, economy of time, and economy of 
cost. Economy of cost is the major administra- 
tive function. Performance and time are quality 
functions. Cost, however, whether it should be 
or not, is the major managerial issue and many 
administrations’ success or survival is measured 
in terms of it. 


* * 6% 


Definition of Economy— 


Economy of cost denotes frugality, “saving- 
ness,” retrenchment, prevention of waste—in 
short, reduced expenditures. Its aim is maximum 
efficiency at minimal costs. It is increased output 
with decreased unit cost. It implies specific spend- 
ing to provide additional income greater than the 
expenditure itself. 
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Quesnay, in an essay on grains (1888), set forth 
the possibility of approximately trebling agricul- 
tural output by improving methods involving a 
doubling of outlay. Senior, the economist, empha- 
sized that less proportionate cost constantly in- 
creased facility and stressed the law of increas- 
ing returns in contrast to diminishing returns. A 
very homely economist suggested that “a stitch in 
time saves nine.” 


How can this be applied practically? Indus- 
tries divide their organization up into products, 
administration, and selling. The totality of these 
unit costs plus profit determines selling price. 
Profit is the unit measure of individual survival. 

Edgar C. Hayhow 


* * * 


@ Be careful with your administrative judgment 
—one seldom gets all the facts. 


%* % * 


The contributor who made possible the con- 
struction of the private section of the voluntary 
hospital had it in mind that the rates which would 
prevail there would permit a reasonable return on 
his investment for the benefit of the sick poor and 
not for the benefit of the rich. 


%* * 


In the annual reports of many of the custodial 
types of hospital institutions you will find printed 
an imposing array of consultants, but you will 
seldom find them actively at work in the institu- 
tion. 

E. M. Bluestone, M.D. 


* * * 


@ Things I Should Like to Have— 

More funds for providing special nursing when 
needed for poor patients in the wards. 

Enough money to employ hostesses on each pri- 
vate patient floor. 

Colorful and artistic pictures on the walls 
throughout the hospital. 

A few acres of acoustical treatment on hospital 
ceilings. 

C. W. Munger, M.D. 
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We taut bacbd. Alu 
Bet sworeghe! 


HIS means just one thing . . . that hospital people every- 

where KNOW that the Mont R. Reid is a better table— 

that it offers features and facilities that they can find in 
no other. It means that they recognize the need for an 18” lift, 
for a separate gall bladder bridge, for single foot lever base, for 
patient-weight counterbalance, for individual top controls. It 
means that they have found these things, and many more, only 
where you, too, can find them—in the Wocher-built 


MONT R. REID 


MAJOR OPERATING TABLE 


Order your new Reid table now—but don’t expect immediate 
delivery. We are working at top speed to meet the natural 
demand for this finer equipment but refuse to “catch up” by 
relaxing the high standards to which Mont R. Reid Tables 
are built. 

Appreciatively, 


PRESIDENT 


s#M ax WocHER & SON Co, 


CINCINNATI, OHIO, U. S. A. 





Our new, 264-page catalog of Hospital Equipment 
fully describes the Reid Table, the Cincinnati O.B. 
Bed, Ries-Lewis Explosion-Proof Lights, Princeton 
Ether Anesthesia Apparatus. Have you received 
your copy? 


Sis tee 








News Notes of Interest to the Hospital Field 


Dr. Charles L. Magruder has been named head 
of the Veterans Administration Facility now un- 
der construction in Dallas, Texas. Dr. Magruder 
was formerly chief medical officer of the Veterans 
Administration Facility at Muskogee, Oklahoma. 


Mary E. Barber has been appointed superinten- 
dent of Defiance Hospital, Defiance, Ohio, succeed- 
ing Mabel Selin, who has assumed her duties as 
superintendent of the new Magruder Memorial 
Hospital, Fort Clinton, Ohio. 


Lainie sbi 

Gladys Bayne has assumed her duties as ad- 
ministrative assistant of Grasslands Hospital, 
Valhalla, New York, succeeding Beatrice Bamber, 
who retired. 


iil cca 
Ann Brandner, for thirteen years assistant su- 
perintendent of the St. Louis Children’s Hospital, 
St. Louis, Missouri, has been appointed superin- 
tendent of the Texas Children’s Hospital, Dallas, 
Texas, a new fifty-five bed institution which will 
be ready for occupancy shortly after August 15. 


. Ee SaaS . . 
Bernice Classon, R.N., has resigned as superin- 
tendent of Ryburn Memorial Hospital, Ottawa, 
Illinois, effective August 8. 


icusiditadibiacaests 

Douglas, H. Colson, R.T., formerly connected 
with the State Hospital for Mental Diseases in 
Howard, Rhode Island, has been appointed Senior 
Medical Technician, Roentgenology, of the United 
States Marine Hospital, Boston, Massachusetts. 


senseiiatiiniaiediie 

H. A. Cross has been appointed administrator 
of the Jewish Hospital, Louisville, Kentucky. Mr. 
Cross succeeds Adeline M. Hughes, R.N., who re- 
signed last year. 


Tor pe 

Anna Emge, R.N., has resigned as superinten- 
dent of the Stevens County Hospital, Morris, Min- 
nesota, and Gertrude Husby has been named as 
her successor. 


a ee 

Dr. Thomas L. Foster, formerly assistant su- 
perintendent of the Larned State Hospital, To- 
peka, Kansas, has been appointed superintendent 
of the Osawatomie State Hospital to succeed Dr. 
Ralph Fellows who has been appointed superin- 
tendent of the Milwaukee County Hospital for 
Mental Diseases, Milwaukee, Wisconsin. 


——— 

Elizabeth Harding has submitted her resigna- 
tion as superintendent of the Lakewood City Hos- 
pital, Lakewood, Ohio, effective September 1. 


Aekcebaiiibics nies 

Margaret F. Hiller, R.N., superintendent of 
Julia L. Butterfield Memorial Hospital, Cold 
Springs, New York, died in February, and Norma 
Shannonhouse was appointed superintendent of 
that institution on April 29. 


oS Oe 

Dr. Byron J. Hughes has been appointed super- 
intendent of the Winnebago State Hospital near 
Oshkosh, Wisconsin. Dr. Hughes has been acting 
superintendent of the institution since last 
November. 


136 


—__~___ 

Sister Frances Marie of the Sisters of Charity 
has been appointed superintendent of the Good 
Samaritan Hospital, Dayton, Ohio. 


—____—_ 
T. J. McGinty has been named as administrator 
of the new Helena Hospital, Helena, Arkkansas. 


—_—_—_ : 
Rev. J. P. Meyer has been named superintendent 
of the Evangelical Deaconess Hospital, Milwau- 
kee, Wisconsin, succeeding Rev. Paul Wendt. 


satcalllliainan dates 

F. M. Molmgren has been appointed manager- 
superintendent of St. Olaf Hospital, Austin, Min- 
nesota. Mr. Molmgren was formerly connected 
with the administrative department of Bethesda 
Hospital, St. Paul, Minnesota. 


nneeaane <A atal 

Ruth Morris has resigned as superintendent of 
the Clay County Hospital, Brazil, Indiana, and 
has been succeeded by Helen Broughton of the 
Home Hospital, LaFayette, Indiana. 


—_—__ 
Dr. John B. Porter is superintendent of Kitsap 
County Hospital, Port Orchard, Washington, suc- 
ceeding Mrs. Vesta H. Moore, who resigned. 
—_—_—_~——_— 

Harry C. Smith, for four years executive secre- 
tary of the Oklahoma County Medical Association, 
has been appointed superintendent of Wesley 
Hospital, Oklahoma City, Oklahoma, to succeed 
J. H. Rucks, who died recently. 


siccicaeialiaDascteis 

M. Ruth Smith, R.N., M.A., has been appointed 
directress of nursing at the Clearfield Hospital, 
Clearfield, Pennsylvania. Miss Smith succeeded 
Elizabeth Mitchell, who served as directress since 
the resignation of Mary A. Rothrock. 


——— 
Alma Vaupel has been appointed superintendent 
of the Milwaukee Children’s Hospital, Milwaukee, 
Wisconsin, to succeed Mrs. Gerhard H. Schroeder, 
the former Sophie Yoerg, who served as superin- 
tendent of the institution for seven years. Miss 
Vaupel was director of the out-patient department 
for more than two years, and Bertha Groth has 
been named as her successor. 
——_f-—— 

Helen M. Wakeland has been named as assist- 
ant superintendent of the Hartford Memorial Hos- 
pital, Havre de Grace, Maryland, succeeding Eve- 
lyn Stewart, who resigned. 

al aM cn 

Bakersfield, California—The new west wing of 
Kern General Hospital, Bakersfield, California, 
was formally opened on May 26. 
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FOR 


Your Professional Library 


You need a ready and reliable source of infor- 
mation about nursing. 


Since 1900 hospital administrators have been 
subscribers to the American Journal of 
Nursing. 


Current issues reflect the thinking of the 
three national nursing organizations on 


“Nursing in a Democraecy”’ 


(The theme of the Biennial Convention, Phila. May 12-17) 


The American Journal of Nursing H-7-40 
50 West 50th Street, New York City 


Please send The American Journal of Nursing for 


1 year $3 1 2 years $5 O 
(Canada 50c extra a year) 
MMNMREN <o)ay oc ores (or Fiala neo oe Wa ono G Sold al aves Warare aeiite 
(OS CCRC RE ETP CT OE ree 
Nao sioiarei cel g dcorws oxoretece sicte-di warsietate NER cela ee oa 


$2.50 each in clubs of 2 or more 














No extravagant claims—no special 
blend for you alone. But coffee priced 
right that is going to please your pa- 
trons and increase your business. 
Backed by 55 years experience in 
supplying hotels and restaurants. 
John Sexton & Co.-Chicago-Brooklyn 


SEXTON ‘it 


FOODS 
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HERE'S HOW 


TO MAKE AN 
OLD ROOM NEW 








Ir may be true that you’re only as old as you feel, 
but it certainly is true that a room is only as old as 
it looks. And here’s a way to brighten up the rooms 
in your hospital—an easy way, and a low cost way. 


The first essential is Wyandotte Detergent—after 
you have that, it’s only a matter of putting two and 
two together—Wyandotte Detergent and water. 


And here’s how: Use two pails—one with the 
Wyandotte Detergent solution (half-pint to a gal- 
lon of water); and the other with plain water for 
rinsing. Wash painted surfaces with a sheep’s wool 
sponge. Squeeze excess solution from the sponge to 
avoid dripping. Rinse with a sponge and clean 
water. Follow with clean, soft cloth—buffing or pol- 
ishing from top to bottom. This will bring out the 
painted walls as clean as when first painted, pre- 
serving the lustre and not leaving any streaks. 


Your Wyandotte Service Representative will be 
glad to demonstrate the many uses for Wyandotte 
Detergent, and he will be able to prove to you that 
by using this one maintenance cleaner your clean- 
ing cost will be lower. Simply write to. . . 


UP ELEC 





THE J-B-FORD SALES CO- 


(4 WYANDOTTE MICHIGAN 
BY SERVICE REPRESENTATIVES IN 88 CITIES 
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San Francisco, California—The new Hahne- 
mann Hospital, a modern seventy-bed institution 
built by the Homeopathic Foundation of Cali- 
fornia in San Francico, will be ready for occu- 


pancy on July 1. 
———_—_. 
San Monica, California—Bids for the construc- 


tion of a new $350,000 five-story hospital in Santa 
Monica, California, for the Sisters of Charity, will 
be called about July 1. The hospital will be known 
as St. John’s Hospital. 


—_——_—<——_—— 

Clearwater, Florida—Plans have been approved 

for a new addition to the Morton F. Plant Hos- 
pital, Clearwater, Florida. 


—_—»——— 

Fort Lauderdale, Florida—Plans have been ap- 

proved for the construction of a new unit for 

Broward Hospital, Fort Lauderdale, Florida, to 
double its present facilities. 


EIR 
Macon, Georgia—The new children’s unit of the 
Macon Hospital, Macon, Georgia, has been com- 
pleted. The unit is named in honor of Dr. Olin H. 
Weaver, former superintendent of the hospital. 


al ac 

Pocatello, Idaho—The St. Anthony’s Mercy 
Hospital, Pocatello, Idaho, is planning a new unit, 
to cost $$75,000, which will increase the capacity 
of this institution to 100 beds. 


SOO ES: an 

Moline, Illinois—The new unit of the Moline 
City Hospital, Moline, Illinois, was recently dedi- 
cated. Marguerite Brooks is superintendent of 
the hospital. 


——_—_< 
Watseka, Illinois—Construction has started on 
the new wing of the Iroquois Hospital in Watseka, 
Illinois. 


LT a 

Indianapolis, Indiana—The Riley Hospital, In- 
dianapolis, Indiana, a unit of the Indiana Medical 
Center, University Hospital, has been bequeathed 
$12,000 under the terms of the will of the late 
George Stahl. 


ae se 

Des Moines, Iowa—The residents of Polk 
County, Iowa, have voted in favor of spending 
$550,000 for a new 150-bed Broadlawns General 
Hospital and a nurses’ home in Des Moines. T. 
P. Sharpnack, administrator of Broadlawns, ad- 
vises that the new hospital will be completed and 
ready for use in about eighteen months. 


iiciaailllleaameme 

Wareham, Massachusetts—The new Tobey 
Hospital, Wareham, Massachusetts, was dedicated 
recently. It is one of the most modern and best- 
equipped hospitals in Massachusetts. 


snistadatinlibaiassnin 

Newark, New Jersey—St. Michael’s Hospital, 
Newark, New Jersey, has approved plans for the 
construction of a new maternity center and nurses’ 
residence. 


——<>————— 
Newark, New Jersey—Work has started on the 


138 











new nurses’ home for the Hospital and Home for 
Crippled Children, Newark, New Jersey. The 
building, which will accommodate forty nurses, 
will cost approximately $130,000. 


——<- 

Teaneck, New Jersey—Construction has started 

on the new 100-bed maternity wing of the Holy 
Name Hospital, Teaneck, New Jersey. 


—_—_—<~<>-—___—. 

Amsterdam, New York—Amsterdam City Hos- 

pital, Amsterdam, New York, has approved a mod- 
ernization program which will cost $115,000. 


Peet TR 

Brooklyn, New. York—The Kings County Hos- 
pital, Brooklyn, New York, has approved plans 
for the construction of a new five-story out-pa- 
tient building which will cost $789,700. 


—_—_~_—_ 
Brooklyn, New York—Through the benefaction 
of Mrs. Marie 8. Engert-Colman, St. Mary’s Hos- 
pital of Brooklyn, New York, will receive $50,000. 
The Long Island College, St. Peter’s, Wyckoff 
Heights, St. Catherine’s, Brooklyn, Mary Immac- 
ulate, and St. Vincent’s Hospitals will receive 
$30,000 each. 


~~ 

Mineola, New York—The new Nassau Hospital 

at Mineola, New York, is rapidly nearing com- 

pletion. With 135 beds in the new building and 

maternity and private pavilions, the hospital will 
increase its capacity to 227 beds. 


cuisines: 

New York City—The Lebanon Hospital Asso- 
ciation has approved plans for a new eleven-story 
hospital building to be erected in the Bronx. The 
building will cost approximately $1,500,000. 

i et 

Syracuse, New York—The General Hospital, 
Syracuse, New York, has approved plans for the 
modernization of the present building, which 
would provide sixty additional beds, and construc- 
tion of a home for nurses to accommodate seven- 
ty-five nurses. 


esis 

Collinsville, North Carolina—Contract was re- 
cently let for the erection of a new $50,000 hos- 
pital to be known as the Henry County Memorial 
Hospital, Collinsville, North Carolina. 


pasniailiiliein 

Winston-Salem, North Carolina—The contract 
has been let for building the new addition to the 
Kate Bitting Reynolds Memorial Hospital, Win- 
ston-Salem, North Carolina. 


a 

Cleveland, Ohio—The Women’s Board of Grace 

Hospital, Cleveland, Ohio, has contributed $10,000 
to the building fund of that institution. 


————— 
Cleveland, Ohio—The Lakeside, Maternity, and 
Babies’ and Children’s Hospitals have been united 
as a single corporation under the name of Uni- 
versity Hospitals of Cleveland. 
a 
Cleveland, Ohio—St. John’s Hospital, Cleve- 
(Continued on page 142) 


HOSPITALS 


Th 














me Is Your Time! 


Following up the theme of a certain radio 
celebrity, Aznoe’s emphasizes the fact that 
your time may be made more profitable 
and more enjoyable through the facilities 
of Aznoe’s service. 


That is why so many competent people 
whose positions do not afford sufficient 
opportunity for advancement come to 
Aznoe’s. They know that our nationwide 
service can find them the sort of position 
they want... where they want it. 


Employers, too, who seek competent as- 
sistants, call on Aznoe’s for people who 
measure up to their requirements. Truly 

. our time is your time ... and there 
is no time like the present to take ad- 
vantage of Aznoe’s unsurpassed service. 


\ 








HOSPITAL 
ADMINISTRATORS 
ACCREDITED 
GRADUATE NURSES 
DIETITIANS 
PHYSICIANS 
LABORATORY AND \ 

X-RAY TECHNICIANS 


PHARMACISTS a 
PHYSICAL 5 
THERAPISTS 


OCCUPATIONAL 
THERAPISTS 
MEDICAL 
SECRETARIES 
HISTORIANS 


CENTRAL REGISTRY FOR NURSES 
AND PHYSICIANS’ EXCHANGE 


30 North Michigan Avenue, Suite 820-828, Chicago 


You can’t afford to “stand still.” 
If you want to make progress send 
for an Aznoe’s application form 
and full particulars. Several fine 
positions now available are listed 
in the classified columns of this 
magazine. Look them up now, 
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Established 
1896 











THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Ilinois 
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NSTALL Refinite Water Soften- 
ing Equipment. Monthly pay- 
ments are governed strictly by the 
amount YOU SAVE during a trial 
period. Take advantage of this un- 
usual offer to members of the 
A. H. A. Write for details. 


NATURE’S OWN 
WATER SOFTENER 


® Refinite Water Softening Equipment 
saves 40 to 60 per cent of your soap and 
soda—eliminates boiler Pp ds—min. 
imizes costs in many departments. Refinite 
Natural Mineral Zeolite has a durability 
record of more than 20 years. Background 
of this advertisement is an unretouched 
photo of this sensational mineral—Nature’s 


own water softener. 


Write for FREE Water Analysis or 
Demonstration 
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New Institutional Members 


Alabama 
Edge Hospital 
Prattville General Hospital 
365 Crippled Children’s Clinic 


Arkansas 
Clarksville Municipal Hospital Clarksville 
Helena Hospital Helena 
St. Edward’s Mercy Hospital 


California 
Alexander Sanitarium, Inc 
Bell Mission Hospital 
East Los Angeles Hospital 
Vallejo General Hospital 
Victory Hospital 
Westwood Hospital 
Wheeler Hospital Association 


Los Angeles 
Vallejo 


Colorado 
St. Mary Hospital Pueblo 
Woodcroft Hospital Pueblo 


Mease Hospital 
Miami Beach Hospital 
St. Joseph’s Hospital 


Georgia 
Allen’s Invalid Home Milledgeville 
Georgia Warm Springs Foundation. Warm Springs 


Idaho 


St. Joseph’s Hospital Lewiston 


Illinois 
Douglas County Jarman Hospital Tuscola 
Holden Hospital Carbondale 
St. Joseph’s Hospital Breese 
Dr. John Warner Hospital 
Zace Sanatorium for Tuberculosis 


Indiana 
Clinic Hospital, Inc 


Kentucky 
Muhlenberg Community Hospital 
Red Cross Hospital 


Greenville 
Louisville 


Louisiana 
Huey P. Long Charity Hospital 
Vaughan-Wright-Bendel Clinic 


Maine 
Blue Hill Memorial Hospital Blue Hill 
Franklin County Memorial Hospital. . Farmington 
Gardiner General Hospital Gardiner 
Madigan Memorial Hospital Houlton 
Redington Memorial Hospital 


Maryland 
Greenbelt Hospital 
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Massachusetts 
Baldpate 
Bellevue Hospital 
Glenside Hospital 
Hillcrest 


Georgetown 

Brookline 

Jamaica Plain, Boston 
Pittsfield 

Westfield 


Michigan 
Community Health Center of Branch 
County, Inc 
Edmore Hospital 
McPherson Memorial Hospital 
Pennock Hospital 
St. Mary’s Hospital 


Minnesota 
Cass Lake General Hospital, Inc 
Community Hospital 
Owatonna City Hospital 
St. Vincent’s Hospital 
Mississippi 
Holmes County Community Hospital. . Lexington 
Scott County Hospital Morton 


Cass Lake 

St. Peter 
Owatonna 
Crookston 


Missouri 
Josephine Heitkamp Memorial Hospital. .St. Louis 
McCormick Hospital Moberly 


Nebraska 
Aurora Hospital 
Lutheran Hospital 
Nicholas Senn Hospital 


New Hampshire 
Elliot Hospital Manchester 
New Jersey 
Hudson County Tuberculosis Hospital. Jersey City 
New Mexico 
Las Vegas Hospital 
New York 
Brooks Memorial Hospital 
Dr. King’s Hospital 
Mercy General Hospital 
Niagara Sanatorium 
Peoples Hospital 
Providence Retreat 
Ross Sanitarium, Inc 
Workmen’s Circle Sanatorium 
North Carolina 
Baker Sanatorium 
Columbus County Hospital, Inc 
Community Hospital 
Hickory Memorial Hospital 
North Dakota 
Bismarck Hospital 
Good Samaritan Hospital 
St. Aloisius Hospital 
St. John’s Hospital 


Las Vegas 


Dunkirk 
Bay Shore, L. I. 
Tupper Lake 


Brentwood, L. I. 
Liberty 


Lumberton 
Whiteville 
Roxboro 
Hickory 


Bismarck 
Williston 
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98 ASSISTANT BUYERS 


| job of purchasing for a hospital Then come your own decisions: Exactly 


is far from an easy one. Whether you what will best satisfy your requirements? 


do it all yourself, or divide the respon- What quality or grade? What should be 


sibility among department heads, it 
‘ the cost? Are prices likely to rise or fall 
remains a complex problem. 


soon after you buy? 
It's an axiom of successful administra- 


tion that your assistants should dig out 98 Assistant Buyers are at your service 
and organize the facts on which you 
will base your decisions. This certainly 


applies to your job of buying: What is mea: RE RET pepe 
the need? Why? How many? When elow — leaders in their respective fields 


to present the facts that will answer these 


questions. They are the 98 firms listed 


needed? These are questions only you — ready to act quickly and honestly as 


and your staff can answer. your Assistant Buyers. Let them help youl! 


aye INDy, 


Q 
KNOWN BRANDS S& 


% 
SOciat\ 


ROSPITAL INDUSTRIES 
ASSOCIATION 


MEMBERSHIP 1939-40 


A. S. Aloe & Company St. Louis, Mo. Faichney Instrument Corp. Watertown, N. Y. Oxygen Equipment & Service Co. Chicago, Ill. 
American Hospital ag Corp. Chicago, Ill. Faultless Caster Corporation Evansville, Indiana Parke, Davis & Company Detroit, Michigan 
American Laundry & Machine Co. Finnell System, Inc. Elkhart, Indiana Physician's Record Company Chicago, Illinois 
Cincinnati, Ohio J. B. Ford Sales Company Wyandotte, Michigan Puritan Compressed Gas Corp. Kansas City, Mo. 
Sanitary Corp. The General Cellulose Co., Inc. Garwood, N. J. Republic Steel Corporation Cleveland, Ohio 
, Pittsburgh, Pa. General Electric X-Ray Corp. Chicago, c Rhoades & Company __ Philadelphia, Pa. 
American Rolling Mill Co. | Middletown, Ohio General Foods Sales Co., Inc. New York City Will Ross, Inc. Milwaukee, Wisconsin 
American Sterilizer Company Erie, Pa. Frank A. Hall & Son New York City W. B. Saunders Company Philadelphia, Pa. 
Angelica Jacket Company St.Louis, Mo. James G. Hardy & Co. Chicago, Illinois Scanlan-Morris Company Madison, Wisconsin 
James L. Angle Furn. Co. Ludington, Michigan Hill-Rom Company Batesville, Indiana Schering & Glatz, Inc. New York City 
Applegate Chemical Company hicago, Illinois Hobart Manufacturing Co. Troy, New York F. O. Schoedinger _ Columbus, Ohio 
Armstrong Cork Company Lancaster, Pa. Holtzer-Cabot Electric Co. Boston, Mass. Schwartz Sectional System Indianapolis, Indiana 
Bard-Parker Company, Inc. Danbury, Conn. Hospital Equipment Company New York City Ad Seidel & Sons Chicago, Illinois 
The Bassick Company Bridgeport, Conn. Hospital Management Chicago, Illinois John Sexton & Company Chicago, Illinois 
Becton, Dickinson & Co. Rutherford, N. J. Hospital Topics and Buyer Chicago, Illinois The Simmons Company Chicago, Illinois 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City Huntington Laboratories, Inc. Huntington, Ind. Snow-White Garment Mfg. Co. ‘Milwaukee, Wis. 
The Burdick Corporation Milton, Wisconsin Inland Bed Company Chicago, Illinois Spring Air Mattress Company Holland, Mich. 
The Burrows Company Chicago, Illinois Jameson, Inc. Chicago, Illinois E. R. Squibb & Sons Co. New York City 
Carolina Absorbent Cotton Co. Charlotte, N. C. Jarvis & Jarvis, Inc. Palmer, Mass. Standard Apparel Company Cleveland, Ohio 
Castle Company, Wilmot Rochester, New York Johnson & Johnson New Brunswick, N. J. Standard Electric Company _ Springfield, Mass. 
Clark Linen Company Chicago, Illinois H. L. Judd Co., Inc. _ New York City Stanley Supply Company New York City 
Clay-Adams Co., Inc. New York City Kelley-Koett Company Covington, Kentucky Thorner Bros. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. The Kent Company, Inc. Rome, New York Troy Laundry & Machine Co. New York City 
Warren E. Collins, Inc. Boston, Mass. Kenwood Mills _ Albany, New York Union Carbide Company New York City 
Colson Corporation Elyria, Ohio Lewis Manufacturing Company Walpole, Mass. United States Gutta Percha Paint Co 
Crane Company Chicago, Illinois Samuel Lewis Company, Inc. New York Cit Sravidiane Rhoda Sele 
Cutter Laboratories Berkeley, California Marvin-Neitzel Corporation Troy, New Yor U. & Meliman Machines Cane: New Maik Go 
F. A. Davis Company Philadelphia, Pa. Massillon Rubber Company Massillon, Ohio Vestal Chemical “prime vw oe dae Me. 
Davis & Geck, Inc. Brooklyn, N. Y. Meinecke Company New York City C.D Willi GC te iain. Oe 
J. A. Deknatel & Son, Inc. Queens Vil., L.1., N.Y. The Mennen Company Newark, New Jersey Willi: ' pst 5 agp wet Cl a hie 
sate Manufacturing Co. Warsaw, Indiana Midland Chemical Company Dubuque, lowa illams Pivo Ce ompany Ca and, Ohio 
Doehler Metal Furniture Co. New York City Modern Hospital Publ. Company Chicago, Ill. Wilson Rubber Company _ Canton, Ohio 
Dunlop Tire & Rubber Co. Buffalo, New York National Lead Company New York City The Max Wocher & Son Co. — Cincinnati, Ohio 
Eichenlaubs’ Pittsburgh, Pa. Ohio Chemical & Mfg. Co. Cleveland, Ohio Zimmer Manufacturing Company Warsaw, ind. 
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American Radiator & Standard 
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Ohio 
Central Hospital Service Association. ..Columbus 
Oklahoma ~ 
Cotte Te ges 6s Se ie eas Chickasha 
Coyne Campbell Clinic and Sanitarium 


Mecca ARE SS ae es bene ee Oklahoma City 
SOE FREER, TG. oo ioc ee oe Sea has Durant 
Holdenville General Hospital......... Holdenville 
Pawhuska Municipal Hospital......... Pawhuska 

Oregon . 
Hahnemann Hospital ..... «2.6.6.0 sccs Portland 
Pennsylvania 
Bloomsburg Hospital .............. Bloomsburg 
Mercer Cottage Hospital................ Mercer 


| rer re re Ridley Park 


ere rs Pittsburgh 
South Carolina 

Cherokee County Hospital.............. Gaffney 
South Dakota 

Baldwin Community Hospital........... Redfield 

Tennessee 

Beverly Hills Sanatorium............. Knoxville 

Epperson Clinic-Hospital ............... Athens 

I I aig 6 ik ws ae Sa ee wee Si ven Athens 


International Printing Pressmen and As- 
sistants’ Union Sanatorium. .Pressmen’s Home 

BN TIE 5 06 os we ex Miss cence Greeneville 

Moclomnore ClmiG .45. 0.6. be ce etek Memphis 


<i 


Newell and Newell Sanitarium...... Chattanooga 


I IS Pea ts hos as ion ea oe Pulaski 
Texas 
BlewanGer Hospital 2... cece eee Terre’! 
WE IE oko bbe bcc ceaes cues Commerce 
Dr. Joe Becton’s Hospital............ Greenville 
RN oo oon a kw vis wraee be ba wee Rota 
Chomurne Bamitariaim. ... 2.6 econ cs. Cleburne 
Lillie and Duke Hospital........... Goose Creek 
ge En errr Brownsville 
PU IE neo kc bec kek estes whee eee Dallas 
Ragland Clinic-Hospital ................ Gilmer 
I SUI ons cs ciivevceweees Jasper 


Southern Pacific Hospital.............. Houston 


Wedemeyer Hospital ................... Taylor 
Utah 
Cache Valley General Hospital........... Logan 
West Virginia 
Bluefield Sanitarium. .........-..ss00s. Bluefield 
Logan General Hospital................. Logan 
Spencer State Hospital................. Spencer 
Wyoming 
i a ee ae Douglas 
Hawaii 
Kauikeolani Children’s Hospital........ Honolulu 
Canada 
Rosetown Union Hospital...... Rosetown, Sask. 





News Notes of Interest to the Hospital Field 


(Continued from page 138) 


land, Ohio, recently dedicated its new million volt 
x-ray therapy unit and broke ground for a new 
$2,000,000 nurses’ home. 


—_——_ 
Toledo, Ohio—The Sisters of Charity of St. Vin- 
cent’s Hospital, Toledo, Ohio, are planning a new 
addition to cost approximately $500,000. 


PLN iat 

Philadelphia, Pennsylvania—Construction of 
the new Veterans’ Hospital, just outside of Phil- 
adelphia, which will contain 1,187 beds, will be 
started within the next thirty days. 


ay taal 
Philadelphia, Pennsylvania—The Jewish Hospi- 
tal has been given approximately $250,000 under 
the will of the late Mary S. Hirsh. The money 
will be used for the Mary and Davis Hirsh Memo- 
riai Home for Student Nurses at the hospital. 


i eal 

Warwick, Rhode Island—A new $500,000 hos- 
pital, to be known as the Hodge Memorial Hos- 
pital and Lawton Convalescent Home for Crippled 
Children, will be built by Palestine Temple of the 
Shrine on the 75-acre Hodge estate in Warwick, 
Rhode Island. 


eG 
Knoxville, Tennessee—The new five-story ad- 
dition to St. Mary’s Hospital, Knoxville, Tennes- 
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see, costing approximately $100,000, is rapidly 
nearing completion. 


ee a 

Dallas, Texas—Construction of the new wing 
of the Gaston Hospital, Dallas, Texas, has been 
started, and it is expected to be ready for occu- 
pancy about August 15. 


Si 

Pittsburg, Texas—Contract has been let for the 
construction of a new hospital providing accom- 
modations for twenty patients. The building will 
be a modern brick veneer structure, costing ap- 


proximately $25,000. 
———_—<—_—_ 
Amarillo, Texas—The new million dollar Vet- 


erans’ Hospital at Amarillo, Texas, was formally 


dedicated on National Hospital Day, May 12. 
nantes 

Fairmont, West Virginia—The Fairmont Gen- 
eral Hospital, Fairmont, West Virginia, completed 
at a cost of $700,000, was formally dedicated 
June 16. The hospital was designed by L. D. 
Schmidt, a Fairmont architect. The Fairmont 
General Hospital was founded by Dr. John R. 
Cook in 1898. A new plant was built in 1903, 
which served the hospital as its home until 1940 
when the new modern institution was completed. 


HOSPITALS 








1A ADC REA. = AE AERTS 














National Institute of Health, Bethesda, Maryland 











Forty-Second Chrnual Convention 
American Ftospital CAssociation 
Boston, Massachusetts 
September 16-20, 1940 
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Cighth Annual Institute for Hospital Administrators 
Conducted by CAmerican Ftospital Association 
| Judson Court, University of Chicago 


August 28 to September 11, 1940 


























